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Editorial. 


THE war has brought about such a great falling off in the material 
for publication that the editor has been compelled to issue the 
present quarterly number instead of three separate numbers. He 
hopes that this falling-off has been only of a temporary nature 
and intends to make every effort to publish in future the usual 
monthly numbers. 

He must, however, ask the indulgence of subscribers if, during 
the war, these numbers are of moderate size only. A moment’s 
reflection will convince everyone of the difficulties, in general and in 


particular, which now beset the publication of this Journal. It is 


not a time when members of the profession, in whatever capacity, 
are able to settle down to reflective scientific work and to write 
original articles; many are themselves engaged in military duties; 
the number of meetings of nearly all the obstetrical and gynzeco- 
logical societies throughout the country has been curtailed ; most of 
the foreign special journals have ceased to come to us, and 
the department for the review of current literature must, except 
for British, Colonial, and American journals, cease temporarily to 
exist; and lastly this journal, unlike other medical and surgical 
journals, cannot supply its deficiencies in other material, by pub- 


lishing articles on military surgery or medicine. 


The editor wishes now to make a special appeal for contributions 
for publication in the present time of difficulty, so that he may 
be enabled to recommence and to continue the publication of regular 
monthly numbers of the Journal. 
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The Distribution and Significance of the Parametrium. 


By Manrrep Morrrz, M.A. (Cantab.), M.D. (Manch.), 
Gynecological House Surgeon, St. Mary’s Hospitals, Manchester. 


Or recent years the descriptive anatomy of the pelvic connective- 
tissue has changed completely. The great majority of this work 
has, however, been done on male subjects. In studying the follow- 
ing details, I availed myself of the newer methods of demonstrating 
these tissues, and I confined my attention to the female pelvis. 

The importance and significance of the connective-tissues of the 
female pelvis were almost completely overlooked by the older 
anatomists. Recently French anatomists in particular, stimulated 
perhaps by pathological and gynecological problems, have paid 
more attention to these tissues, but there still remains room for a 
much fuller description of their relations and structure. English 
text-books of anatomy, as well as those of gynecology, give but a 
meagre description of these very important tissues. 

The first allusion to the “ parametrium ” and the first use of this 
word itself we owe to Virchow.! (Hereafter I intend to use this 
term synonymously with “the pelvic connective-tissues,” of which 
it forms an inseparable part—not in its original sense, viz., the 
triangular area of tissue surrounding the lower uterine segment.) 
Virchow, without in any way drawing attention to the significance 
or anatomical relations of this tissue, described in 1862 a loose 
connective-tissue round the cervix uteri; in fact the supravaginal 
parametrium, lHaving apologized for introducing the term “ para- 
metrium ” into medicine, he proceeds to lay stress on the part which 
this tissue plays as the seat of inflammatory changes. 

Dr. Farre, in Todd’s Cyclopedia of Anatomy and Physiology ? 
(the supplement, 1859) had, earlier than Virchow, spoken of “a little 
connective-tissue lying between the cervix uteri and the bladder,” 
but he laid no stress on it and obviously did not realise its 
importance, for he explains very fully that it is the round ligaments 
—the utero sacral and broad ligaments—that hold the uterus in 
position, The fact that this statement was for many years a tradition 
among gynecologists may explain why so much attention has been 
paid to these feeble tissues (useless as supports of the uterus), and so 
little to the retro-peritoneal connective-tissues, which I hope to show 
are of the greatest importance in this respect, 

Studying the plates of some of the classical anatomical atlases, 
one finds a number illustrating longitudinal sections of female 
pelves, but few illustrations of transverse sections. The result is, 
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that little or no subperitoneal tissue is shown as only a small area 
of this tissue is cut across in longitudinal sections. As an exception 
may be mentioned Braune’s* Atlas; in which these tissues are 
accurately shown in one of the plates. No description of them, 
however, is given to the text, nor is it referred to in the key to the 
plate. Braune evidently attached no importance to it. 

The much-discussed question of displacements of the uterus, and 
in a minor degree that of malignant disease of this organ, caused 
fuller investigations and enquiries into the true significance of these 
tissues. Berry Hart* in his Atlas (published in 1884), though 
studying the female pelvis by means of sections through frozen 
specimens, has, in the case of the pelvic connective-tissue, conducted 
his examinations entirely by ordinary methods of dissection. He 
also confined himself almost completely to longitudinal sections in 
the demonstration of these tissues, so that, as before mentioned, 
their true relations could not be recognized, and his description 
differs from that now accepted. 

The methods of research advocated by Poirier,® Charpy,® Delbet,’ 
and Rieffel 8 in France, and in this country chiefly by Elliot Smith ® 
and Keith,!° have shown the presence of large areas of connective- 
tissues in the female pelvis, which had until then been unsuspected 
or at any rate disregarded, 

Rieffel, Klliot Smith and Keith have pointed out that the ordinary 
methods of dissection are quite useless for the purpose of gaining a 
true idea of the real nature and the relations of the pelvic connective- 
tissues. This is easily understood when one remembers that these 
tissues are originally areas of undifferentiated mesoblast, which fill 
the pelvis and assume important relations—not only to the pelvic 
viscera, but also to the vessels, nerves and lymphatics, and that, in 
the ordinary and old method of demonstrating these tissues by 
dissection, viz., cleaning up artery, nerve, etc., the essential elements 
of the pelvic connective-tissues were removed piecemeal, and thus 
the true relations of the tissue destroyed. 

I have, therefore, in my preparations of the parametrium not 
“dissected ” at all in the ordinary acceptation of the term, but have 
employed another method of demonstrating it. I obtained fresh 
material from the Manchester Royal Infirmary post mortem room. 
Only the pelves of adult women, free from pelvic disease, were used. 
The pelvic contents were removed as soon after death as possible. 
The pelvic contents were cleared out en masse right down to the bone, 
and the pelvie floor cut away with them. The viscera were then 
as far as possible placed in their normal positions and the whole 
pelvic contents and pelvic floor suspended in a 10 per cent, solution 
of commercial formalin, After a few days, when the tissues were 
thoroughly hardened, sections were cut in varying planes and 
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directions. The result of the above method is that one is able to 
examine the pelvic contents in as near a condition to the normal as 
possible. The relations are quite undisturbed and errors of dissection 
reduced to a minimum. In addition, no artefarcts, that is to say, 
areas of tissue mechanically separated and artificially differentiated 
by dissection and not existing as such in the undisturbed parts will 
be demonstrated. Some specimens have been placed in Kaiserling’s 
solution, before examination, in order to preserve their colour better, 
for formalin bleaches the tissues, though, on the other hand, it 
hardens them better and so makes section-cutting easier. 

I have also examined a series of thick sections of a full-time foetal 
pelvis. ‘These were cut in celloidin and mounted in balsam. They 
were cut in a transverse plane. Some of them were stained by 
Van Gieson’s method, others with hematoxylin and_ eosin. 
Dissecting-room subjects have been few and unsuitable; the bodies 
are usually those of old, poorly-developed women, and are not obtained 
till some time after death. The only adult female pelvis I obtained 
from our dissecting-room was riddled with pus. I have nevertheless 
had at my disposal and cut sections of four pelves from dissecting- 
room subjects, 

Prof. Elliot Smith kindly placed at my disposal a most valuable 
section from a female pelvis obtained in Cairo. The section, which 
was an attempt at a Faraboeuf’s section, is oblique in two places, 
laterally and antero-posteriorly; it is cut in a transverse axis. The 
subject was a young female (zt. about 24). The body was obtained 
soon after death and immediately injected with formalin. The 
blood in the veins was thus clotted and the arteries were ultimately 
injected with glue and red colouring matter. The pelvis was then 
frozen and cut in the directions previously mentioned. The uterus 
was unfortunately displaced slightly laterally, but the section— 
cutting the uterus at a level between the internal and external os— 
shows the parametrium and its relations excellently. 

In addition sections were cut of female pelves of various lower 
animals, 

The subperitoneal pelvic connective-tissue is part of the lower or 
subphrenic portion of a vast and complicated distribution of meso- 
blastic elements primarily developed around the great vessels in 
front of the spine. In the early evolution of the embryo this tissue 
spreads with the lamine viscerales round the trunk wall and runs 
with the vascular subdivisions to the viscera, the budding limbs, and 
in fact to all parts of the body. 

It is intimately related to the parietes, peritoneum and the viscera. 
In its parietal relations it forms a continuous sheath round the inner 
surface of the pelvic wall, forming the sheaths of the pubo-coccygeus, 
obturator internus, compressor urethre, pyriformis and deep trans- 
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verse perinei muscles. In its peritoneal relation it is loosely 
adherent to the parietal layer of this serous membrane, and passing 
inwards between the parametric and other folds it reaches the viscera, 
disappearing as a demonstrable tissue where the visceral peritoneum 
tightly adheres to the organs with which it is connected. 

It completely invests the greater portion of the mesial rectum, and 
is in contact with a portion of the bladder. Running between the 
folds of the broad ligament, it reaches the hilum of the ovary and the 
interserous portion of the Fallopian tube, which represents its upper 
limit. It stands in intimate relation to the uterus and invests the 
greater portion of the vagina. 

The extra-pelvic prolongations are of importance. The tissue, 
ensheathing as it does the retro-peritoneal vessels and nerves and all 
their subdivisions, runs with them in the form of vaginal processes 
outwards through the abdominal wall to the surface, and backwards 
into the spinal canal. It is carried downwards beneath Poupart’s 
ligament into Scarpa’s triangle and through the inguinal canals over 
into the labia majora. 

Through the obturator and sciatic foramina it is continuous into 
the deep thigh, perineal and gluteal regions. Finally in an upward 
direction it reaches and passes through the various openings in the 
diaphragm—to become continuous with the subpleural and media- 
stinal tissue, 

If one looks at a vertical section of the true pelvis there can 
be distinguished three superimposed cavities. The lower is the ischio- 
rectal fossa; the middle is the subperitoneal cavity, and the upper 
is the peritoneal cavity. 

The subperitoneal cavity lies between the pubo-coceygeus muscle 
and the peritoneum. The cavity is triangular in shape—the triangle 
having curved sides. The summit runs from behind towards the 
lateral pelvic wall and the base corresponds with the cervix and 
the superior part of the vagina. The tissue in this region is that 
hitherto described as the parametrium. It is prolonged backwardg 
to both sides of the rectum and in front to the lateral and anterior 
parts of the bladder, and one meets with it therefore in all lateral 
sagittal sections of this region. 

In a medial sagittal section it appears interrupted by the bladder, 
the cervix, vagina and rectum. The tissue on each side intermingles 
and communicates across the middle line through the spaces between 
these viscera, 

The upper margin of each lateral supporting mass is defined by 
the internal iliac artery and its continuation, the obliterated hypo- 
gastric artery. The tissue is fixed behind by the internal iliac vessels 
and is firmly attached to the innominate bone. The posterior branch 
of the artery anchors the tissue in the region of the greater sacro- 
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sciatic notch. The obturator artery fixes it to the obturator foramen 
and the obliterated hypogastric to the abdominal wall. 

Let us now trace this tissue as shown by sections cut in a 
horizontal direction (see Fig. A). Posteriorly the level is at the 
second piece of the coccyx and in front below the pubic symphysis. 
The section is oblique in two planes—anteroposteriorly and laterally. 

The connective-tissue is shown at this level to be loose and highly 
vascular, surrounding completely the collapsed vagina and running 
in front as firmer tissue round the urethra. The venous sinuses are 
large and reinforced by the veins from the external genitals. 
Laterally it is seen clothing completely the visceral aspects of the 
pubo-coccygeal muscles, forming a false sheath for these muscles. 
On the left side it is seen to come into relationship with the 
obturator internus muscle. Passing back, it clothes the rectum, 
becoming fibrous and fatty, and finally fuses and is lost in the antero- 
coccygeal body. 

Fig. B shows a section about 2} inches higher up in similar 
planes and from the same subject as Fig. A. The tissue at this level 
is seen to possess more muscle than the lower section and to be 
arranged in a denser manner altogether. Anteriorly it is seen to be 
scanty, running round the base of the bladder and urethra. Laterally 
at this level there is an enormous mass of tissue clothing the levatores 
ani completely, also surrounding and fixing the cervix, which is 
shown cut across and displaced slightly to one side. The manner 
in which the connective-tissue forms sheaths for the obturator 
internus, pyriformis, compressor urethre and deep transverse perinei 
muscles, can also be seen, together with a cut ureter lying in the 
parametrium, Posteriorly it is seen completely investing the rectum 
and forming, with the vessels and nerves to the rectum, the “ rectal 
stalks.” Postero-laterally it is seen to be in direct contact and in 
relation to the pyriformis muscles. 

Fig. C is a horizontal section at a still higher level. This section 
is at a level midway down the cervical canal, viz., half-way between 
the internal and external os. The rectum is empty and collapsed, so 
the pouch of Douglas becomes large and open. The lower limit of 
the pouch is shown. This section was cut from the pelvic contents 
of a female aged 30, with the uterus in normal position. The pelvic 
connective-tissue at this level is seen to be exceedingly dense in its 
arrangement—surrounding the cervix thickly and completely. It is 
continuous with the paravesical tissue in front and the triangular- 
shaped pararectal tissue behind. The section shows the ureters and 
uterine arteries running down in and being invested by the tissue in 
question, and also the manner in which the “rectal stalks” and 
utero-sacral folds are formed. 


In the vicinity of the anterior sacral foramina between the third 
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and fourth places of the sacrum (at which level this section is made) 
the nerves for the supply of the uterus and rectum issue (nervi 
erigentes). These form two bundles—a vascular cord and a neural 
cord surrounded and invested by smooth muscle, that is to say, 
pushing their way through this meso-dermal parametrium they 
become invested and incorporated with it. Reaching the rectum, if 
dissected free from surrounding smooth muscle and connective- 
tissue, they have been described by Elliot Smith as the “ rectal 
stalks,” shown cut across in this sketch. Sweeping on from the 
rectum to the cervix, they push their way under the peritoneum 
on the lateral walls of the pouch of Douglas, forming a slightly raised 
ridge, and are known as the utero-sacral folds or ligaments. These 
folds then are nothing more or less than the nerve supply to the 
uterus with their perineural sheaths, lying within and forming an 
inseparable part of and incorporated with the retro-peritoneal pelvic 
connective-tissue, 

Recently, by means of ordinary methods of dissection an attempt 
has been made to isolate areas of smooth perivascular muscle in this 
situation and define them as separate entities (Ovenden!!). They 
have been called “ Ligamenta colli transversa,” ‘ Mackenrodt’s 
ligaments,” !? “ Ligamenta cardinalia,” * ete. I have dealt with 
this question fully in a previous communication, but must just 
point out how by the ordinary methods of cleaning up artery, nerve, 
vein, etc., the number of artefacts that can be made in a tissue of this” 
description are infinite, and the true nature and relations of the tissue 
are lost. 

Figs. B and C are cut precisely in the planes and levels to show 
Mackenrodt’s ligament, if it existed. In no section, however, can one 
find a separate area of tissue with definite insertions apart from 
the remaining connective-tissue, as described by Mackenrodt. It is 
simply a few strands of the original tissue, teased out by hand round 
the lower branches of the uterine arteries. This point is important, 
as illustrating the uselessness of the ordinary methods of dissection 
for demonstrating these tissues and for a tendency io throw stress on 
a few artificially-produced fibres, thus masking the true nature and 
functions of these tissues. 

Fig. D shows diagrammatically the distribution of the retro- 
peritoneal connective-tissues—starting below as a triangular-shaped 
mass of tissue and reaching right up to the Fallopian tubes. The 
diagram is constructed chiefly to show the uselessness of describing 
the old area of parametrium, viz., the supravaginal connective-tissue 
as separated from tissue in the mesosalpinx. The diagram shows 
how the tissue is one continuous sheet. 

It can be seen from this how the uterus is surrounded, both behind 
and scantily in front, by this tissue. The relationship is gradually 
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lost above, on account of the closer attachment of peritoneum here 
than posteriorly. 

Laterally the tissue forms a triangular mass with its base below 
diminishing in thickness from before backwards. As it extends 
upwards it swells out again at a level where the round ligaments and 
ligaments of the ovaries pass through it, and finally ends below the 
Fallopian tubes. 

The subperitoneal cavity and base of the broad ligament is filled 
up in the foetal condition by a cellular matrix of undifferentiated 
mesoblast. Later it is transversed by arteries which go to the pelvic 
viscera (bladder, vagina, rectum, uterus, etc.) by large venous 
plexuses surrounded by musculo-aponeurotic sheaths, by lymphatics, 
by sympathetic nerves, and finally by the urethra. This cellular 
tissue varies greatly. At times it resembles loose areolar tissue 
without any resistance. It forms in other places a network, in the 
interspaces of which fat lobules are accumulated ; in others it assumes 
the characters of a firm connective-tissue. It loses its fat and 
becomes a dense fibro-muscular tissue with fixed and definite direc- 
tions. 

The fibres are no longer disposed without order, but offer definite 
directions, taking as such the branches of the uterine arteries for 
which they form dense perivascular sheaths. 

The tissue thus at the sides of the lower uterine segment, especially 
where it has been known as parametrium proper, appears to be 
stratified, as if it consisted of superimposed layers of muscular bands 
attached to each other, running into the uterus and spreading out 
and forming sheaths for the obturator internus, part of the 
pyriformis and the pubo-coccygeus muscles, 

The tissue thus presents definite thickenings round the branches 
of the uterine artery and forms sheaths for the veins, nerves and 
lymphatics running in this situation. It in fact gives true sheaths to 
all perforating structures running through the tissue. One must be 
careful to note that in the unanalyzed structures the whole tissue is 
continuous—sheath with sheath—one layer of smooth muscle with 
another—no separate bands or layers, as have been previously 
described, existing. We thus see that the tissue presents different 
characteristics in different positions. 

Round the vagina it is very loose and rich in blood sinuses. The 
lower uterine segment is fixed and held in position by tier upon tier 
of dense connective-tissue. This is the most compact part of the 
parametrium, The masses of smooth muscle in this situation, though 
differing only in degree as regards strength from the remaining 
tissue, are arranged in a definite manner along the branches of the 
uterine artery and ureters. Higher up the tissue is continued un- 
interruptedly between the layers of the broad ligament to the ovary 


| 
{ 
| 
} 
| 
| 
{ 
rt. 


Levator ani 


Urethra 


Vagina 


Rectum 


Parametrium 


Figs. 


Urethra 
Levator ani Vagina 
Parametrium 
Rectum 


ANGERS 
| 
| 
| 
| 
| Ga 


‘ 


Moritz: Significance of the Parametrium 185 


and Fallopian tube, and outwards along the round ligaments to the 
groin. As one ascends, the tissue gets poorer and poorer in muscular 
and supporting elements, and looser and more areolar in texture. 

Microscopical examination shows that this tissue consists of highly 
elastic areolar tissue containing fat, traversed by bands of unstriped 
muscular fibre. In an average subject the areolar tissue varies in 
amount from a thick accumulation loaded with fat to a gauzy film 
that may be mistaken for peritoneum. 

It appears to be capable, occasionally, of division into lamine, 
and its interstices, as well as the space that separates it from the 
vessels and other structures it ensheaths, are of the nature of lymph 
spaces. 

The amount of adipose tissue, supported by the meshwork, appears 
to vary greatly in different individuals and in different periods in the 
life of the same person. 

The unstriped muscular fibres are seen in the form of bands 
extending from the sheaths of the muscles lining the pelvis to the 
viscera and lower uterine segment especially. It is similar in 
structure to that of the band of Treitz which supports the termination 
of the duodenum, and to the tissue found in the mesentery and meso- 
colon. 

The contents of these tissues, besides some foetal relics in the 
broad ligaments and behind the rectum, are essentially the vessels 
around which they are primarily developed, together with lymphatics | 
and the lumbar and sacral nerves with the sympathetic plexuses. 
Investing these it sends, with all their subdivisions, sheath-like pro- 
longations which penetrate almost to the periphery. Sections seem 
to show that these subperitoneal sheaths consist of three compart- 
ments containing respectively an artery, vein and a bundle of 
lymphatics. Usually a fourth has to be added, filled with non- 
medullated nerve fibres. 

I show sections of a foetal pelvis demonstrating how the connec- 
tive-tissue varies in its arrangement at different levels (Fig. KE), also 
a micro-photograph (Fig. IF’) of the connective-tissues marked X in 
Fig. C. This slide shows a large amount of smooth muscle present 
in the parametrium at this level and its definite arrangement. 

Ilaving now arrived at some definite conclusions as to the structure 
of these tissues, we are in a position to discuss their significance and 
functions. I will deal firstly with well-recognized functions, leaving 
the more debatable points in regard to the part which these tissues 
play in displacements of the pelvic viscera until later, 

It is clear that from the nature of its structure this tissue forms 
the vascular pedicle of the pelvic viscera. In it the vessels, nerves 
and lymphatics of the pelvis take their course. Its arrangement is 
similar to that of all mesenteries. By means of the sheaths covering 
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these structures they are enabled to adapt themselves to the ever- 
changing directions and dimensions of the pelvic viscera. The 
viscera themselves are further enabled to do this without undergoing 
any danger of interference with their blood supply. 

We have seen that the densest part of this tissue is situated around 
the cervix uteri, and therefore that is the most fixed point of the 
uterus. The chief blood supply to the uterus lies just below this 
area. The result is that the uterus is enabled to undergo the remark- 
able physiological changes to which it is subject without interference 
with its vascular supply. 

The retro-peritoneal pelvic connective-tissues have been evolved in 
man, simultaneously with other modifications, on the assumption of 
the erect attitude. An examination of these tissues in lower animals 
(rabbits, cats, hedgehogs) shows, that they are devoid of smooth 
muscle fibres, consisting only of a very loose reticular tissue with 
large spaces filled with fat. The tailed monkeys possess a connective- 
tissue which is still poor in smooth muscle and supporting elements, 
but these are present in larger amounts than in the connective-tissues 
of quadrupeds, 

The pelvic connective-tissues of the anthropoid apes are exceed- 
ingly rich in smooth muscle and supporting tissue. These statements 
are based on the examination of the pelves of a number of the apes, 
using the anthropopithecus troglodytes as the representative of the 
anthropoids, and semnopithecus entellus as the most anthropoid-like 
catarrhine tailed monkey. It is proved therefore that the higher up 
we go in the scale the richer this tissue becomes in smooth muscle and 
the better it thus is adapted to the mechanical duty of keeping the 
pelvie viscera in position. 

It is also worthy of note that the chief supporting elements of 
the tissue are developed conversely as the pelvic floor becomes more 
sphincteric in its action, and is less used for the purposes of move- 
ments of the tail. Also that these tissues become of a more highly- 
specialized nature and assume more important functions in regard to 
the maintenance of the position of the pelvic viscera as the erect 
attitude is developed. It is worthy of note that the position of the 
uterus as regards anteversion or retroversion is also determined by 
the state of the parametrium to a considerable extent. A diseased 
parametrium, viz.,a parametrium that has lost its tone or is poor in 
smooth muscle, in spite of the presence of round ligaments predisposes 
to retroversion. This fact, which explains why retroversion is so 
commonly met with in prolapse cases, can be demonstrated experi- 
mentally. 

If a model of a uterus be fixed round its cervical segment by 
numerous strands of elastic, all having as near as possible the same 
tension in a pelvis in the erect attitude the model takes up a position 
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of anteversion. Different areas of the elastic strands being loosed 
causes the model womb to assume different displacements. A strong 
contraction of the anterior strands will cause acute anteversion just 
as a slackening of this group of elastic or a pull of the posterior bands 
will cause retroversion. The effect of periodic changes in the sizes 
of the rectum and bladder will not lessen to any extent the value 
of this experiment. We see therefore the important part this tissue 
plays in keeping the uterus in its normal position, and we realize why 
retroversions are so common in cases of prolapse. 


Criticisms against the importance of this tissue as a supporting 
agent may be classed under the following headings :— 


Firstly. It has been asserted that the so-called ligaments of the 
uterus are the chief supports. This view, the very oldest and for a 
long time the most widely accepted, has now been almost entirely 
given up. With the event of laparotomies so many gynecologists 
have seen the round ligaments and the broad ligaments cut without 
giving rise to prolapse of the uterus, that there are few, if any, who 
believe that these ligaments play any appreciable part in maintaining 
the pelvic viscera in their normal situation, 


Secondly. Many authors lay great stress on so-called “ intra- 
abdominal pressure ;” !° on this vague subject again there is a large 
amount of literature. To controvert this theory it is quite sufficient 
to say that in hundreds of cases in which the abdomen has been 
opened and in which for some weeks there is practically no tone in 
the abdominal wall, no prolapse or descent of the pelvic viscera can 
be observed, and this, notwithstanding the fact that the intra- 
abdominal pressure, both at the time of the operation and for some 
time afterwards, must be almost nil. 

Thirdly. Quite recently the part played by the pelvic diaphragm 
was again drawn into discussion in the journals.!® The pelvie 
diaphragm in man, as I have pointed out, has been evolved more for 
a sphincteric action than a supporting one. Its sloping, shelf-like 
shape is such that without the intervention of the pelvic connective- 
tissue it would practically exert no supporting action, the fact that this 
tissue forms the sheaths of the levator ani, compressor urethra, and 
deep transversus perinei muscles, causes them to have a secondary 
relationship to the pelvic viscera. Thus its influence on the position 
of the pelvic viscera is very slight and purely secondary. 

I have pointed out the morphological grounds against the theory 
that the pelvic diaphragm plays an important part as a supporting 
structure of the pelvic viscera, but there is also a considerable amount 
of clinical and experimental evidence in the same direction. Cases 
of extensive perineal tear, without any prolapse of the pelvic viscera, 
are common, and are daily met with in the out-patient departments 
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of gynecological hospitals. There is in these cases no prolapse either 
at the time of injury or later. 

Further, during the one common operation of paravaginal section, 
in which the pelvic floor is completely put out of action owing to the 
section of at least one-half of the perineal muscles, prolapse of the 
pelvic viscera has never been observed, and the position of the pelvic 
viscera is not in the least influenced. In virtue of the fact that the 
parametrium forms a sheath for the levator ani, compressor urethre 
and deep transversus perinei muscles, changes in the connective- 
tissues are imprinted on the pelvic floor, but these are always 
secondary and accidental to primary lesions in the connective-tissues. 
It is difficult and almost impossible to imagine a primary trauma 
or pathological lesion of the pelvic floor of sufficient extent to cause 
a displacement of the pelvic viscera. 

The old and often repeated experiment of dividing the round and 
broad ligaments and removing the muscular layers of the pelvic floor 
in the cadaver without in any way affecting the position of the uterus 
may be mentioned here. 

These observations, excluding all the other elements, leave us 
therefore the vessels, nerves, lymphatics and ureters, with their 
sheaths of smooth muscle, alone, together with the retroperitoneal 
connective-tissue in which they run as the chief factors—I venture to 
submit the only ones—which come into consideration in regard to the 
support of the pelvic viscera. I fail to see any difficulty against the 
acceptance of this view. The tissue has obviously been evolved, and 
is eminently adapted for this function. The fact that the lower 
uterine segment forms, relatively speaking, the most fixed point, 
gives to this organ free play for the great changes in size and shape 
to which it is periodically subjected and enables it to fulfil its 
physiological functions. 

The structure of the connective-tissue, e.g., the extensible vessels, 
strengthened by elastic masses of smooth muscle, allows all the 
changes of pregnancy, of full and collapsed bladder, and of rectum, 
etc., to take place without any interference with the normal state 
of these tissues and without vascular disturbances. 

In addition to its advantages over a more rigid tendinous or 
ligamentous support, this tissue possesses a definite tonus of its own. 
It is actively contractile, ever variable in dimensions, and thus able 
to arrange itself for the varying conditions to which the pelvic viscera 
are liable, enabling these to carry out their functions comfortably 
and with the least expenditure of space and energy. 
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On the Origin and Phylogenetic Significance of the 
Female Genital Passages.* 


By S. E. Wicumann, M.D., 
First Assistant at the Lying-in Hospital of Helsingfors University. 


THE extraordinary amount of research which, at the beginning of 
the 19th century, was devoted to the then almost virgin fields of 
comparative anatomy and of evolutionary doctrine, touched likewise 
to a great extent upon the development of the male and female 
genital passages with a view to explaining the relation of their 
various parts to eventually corresponding parts in the opposite 
sex. In the works of the earlier anatomists, such as De Graaf, 
Santorinus, Morgagni, etc., some attention is already paid both 
to the normal and pathological formations observed by them, and 
more especially to the female generative organs. 

The greater the number of new observations which the steadily 
perfected modus operandi offered for discussion, the more numerous 
were the new questions which arose, and so much more difficult 
was it often the case to keep the new observations in harmony and 
in a theoretical whole with the earlier admitted truths. 

Hence one can easily perceive the difficulty, nay, almost the 
impossibility, for these anatomists to find directly the right tract, 
as in the female generative organs they had to work up a system 
where the urinary and generative organs have in many different 
ways been connected with each other. During the phylogenetic 
as well as during the ontogenetic periods of development they 
have undergone such complicated alterations in shape, position 
and function that the normal development of these systems to this 
very day, in spite of arduous research work, has not been fully 
explained. 

Anatomists’ attention and interest were increased, especially 
regarding the development of the urogenital apparatus, since the 
great physiologist and anatomist, Johannes Miiller,! showed in 
1830 that the female genital passages (tubes, uterus and vagina) 
and the male passages (epididymis and vas deferens) were not 
homologous formations, but that the former in early phases of 
the embryo appear independently on the lateral part of the 
mesonephros devoid of any visible communication with the 
mesonephros tubules and the future male passages. 

Until the ’sixties it was imagined that the female genital 
passages (known during the embryonal stages as the Miillerian 
ducts) first made their appearance in younger embryos as solid 
cell strings on the lateral part of the mesonephros ridges and 
comparatively later obtained a lumen which at last, through what 
the older anatomists with predilection described as ‘‘ dehiscens,”’ 


* After a paper read before a meeting of the Society of Finnish Physi- 
cians and Surgeons, May 12, 1914. 
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was put into open communication with the peritoneal cavity at the 
cranial end of the duct (cf. J. F. Meckel,? 1820; Kobelt,? 1847, 
etc.). A young anatomist, Bornhaupt,‘ through help offered by 
the gradually improved working methods discovered in 1867, found 
that the Miillerian duct in young hen embryos first appears as a 
funnel-shaped invagination at the lateral surface of the cranial 
part of the mesonephros ridge, and that this invagination is formed 
of a ‘locally thickened peritoneal layer.’? According to his 
observations, this invagination then grew out in a distal direction 
into a duct rapidly extending along the newly formed Wolffian 
duct through the mesenchyme tissue to the cloaca. Some years 
later the celebrated Berlin anatomist, Waldeyer,® was able to 
verify Bornhaupt’s observations, and henceforth the process of 
development of the Miillerian ducts has, in outline, become known 
and admitted. 

At the same time Waldeyer in his best-known work, ‘‘ Eierstock 
und KEi,”’ applied a new term to Bornhaupt’s ‘‘ thickened peritoneal 
layer.’’ He called it ‘‘ Keimepithel,’’ or ‘‘ epithelium germina- 
tivum,”’ and traced both the reproductive gland or ovary as well 
as the genital passage or Miillerian duct from it. From 
examinations, of which space does not permit a detailed account, 
he quite rightly derived the male conducting passages from the 
tubules of the mesonephros. Moreover, he hinted that the 
epithelial cords of the male reproductive gland originate through 
proliferation of the mesonephros tubules towards the germ 
epithelium, which likewise appears in the male organism. ‘Thus, 
according to Waldeyer, the ‘‘ Keimepithel’’ was, de facto, a germ 
epithelium for female embryos only and not for male ones. Again, 
the sex cells and the conducting passages in the two sexes were 
not homologous formations; the male ones originating from the 
urinary system; the female, on the other hand, found their origin 
in the germ epithelium. 

Waldeyer’s mistake was partly set right by two renowned 
embryologists, Janosik ® and von Mihalkovics? (1885), who at the 
same time from important researches clearly showed the homology 
between the glandular parts of the male and female reproductive 
glands. 

Concerning the conducting passages they were contented, as 
all later investigators, to admit the process of development earlier 
discovered by Bornhaupt and Waldeyer. As for the female 
genital passages, science has not yet arrived at any universally 
admitted facts regarding the evolutionary significance of the 
Miillerian ducts. Moreover, evolutionary history has been at a 
loss to discover from what organs or from what parts of organs 
appearing in lower vertebrata this duct can be said to come. 

Nevertheless, it is impossible to lay too much emphasis on the 
extraordinary importance of settling the question above raised, 
since to know exactly the relation which exists between the 
Miillerian genital epithelium, the germ epithelium and_ the 
surrounding peritoneal layer would give the key to the solution of 
several other so far unsolved problems. Thus we remain in total 
ignorance of the genesis of many anomalous and pathological 
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formations lying in the vicinity of the female adnexa—for example, 
the hydatids, the serous cysts alleged on the peritoneal serosa, etc. 
Nor is the genesis of the so-called ‘‘ parovarian cysts”’ out of 
discussion, and even quite recently some ovarian cysts have been 
said to be derived from the epithelium of the rete ovarii ® and from 
the epithelium of the Miillerian duct. 

During half a decade, and partly in connection with these 
problems, I have striven to collect the greatest possible amount of 
human material comprising all embryonal and postfoetal ages, 
and have at length succeeded in gathering together an exhaustive 
series of cases. Besides this, during a stay at Bonn some two 
years ago, I had at my disposal Professor R. Bonnet’s well-known 
preparations of mammals, which offered an excellent opportunity 
of studying more closely the origin of the urogenital connection in 
mammals and incidentally the genesis of the Miillerian duct. 
Having during the study of all this material come to conclusions, 
which mostly differ from earlier expressed opinions, I beg to give 
a short account of results obtained as far as the question of the 
origin of the female genital passages, the genesis of the 
““appendicular formations’? in general and the hydatids in 
particular are concerned. 

The practical work was carried out partly at the Histological 
Institutions at Helsingfors and Bonn, partly at the laboratories of 
the Pathological Institution and Lying-in Hospital of Helsingfors. 

The questions discussed here and detailed accounts of the 
material studied have been partly published elsewhere (cf. ‘‘ Uber 
die Entstehung der Urogenitalverbindung und die Bedeutung der 
Miillerschen Genitalginge bei den Siugetieren,’? Anatomische 
Hefte, Bd. 45, 1912, and ‘‘ Le developpement des appendices du 
ligament large et leurs rapports avec |’évolution phylogénétiques 
des canaux de Muller,’’ Archives de Biologie, T. 29, 1914). 


Before however giving an account of my views relating to the 
genesis of the female genital passages I must review the results 
of those researches by means of which I tried some three years 
ago to solve the genesis of the urogenital connection. Both these 
questions have a very intimate bearing on each other, as will 
later appear from the following. Some words will likewise touch 
upon the phylogenesis of the urinary and genital systems from 
the earliest developing phases in the Vertebrata. 

Following the phylogenetic development of the urogenital 
apparatus in the Vertebrata a very close relationship between the 
urinary and genital systems is observed. Some scientists think 
that the ducts of the pronephros and the genital ducts of the 
Annelides are both derived from one and the same organs found in 
the ancestors of the Vertebrata. They also assume that these 
genital or pronephros ducts and the cells of the reproductive glands 
in these ancestors existed throughout the whole length of the 
trunk, and that the separate parts of the genital gland of the 
segmented body cavity communicated through these genital or 
pronephros ducts isolatedly with the surface of the body and used 
these ducts as conducting passages. Through the formation of a 
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united body cavity in the higher Vertebrata the necessity of the 
segmentation of the genital gland and conducting passages dis- 
appeared, and thus the possibility of the formation of a continuous 
genital gland and an uninterrupted conducting passage was 
produced. This happened through a fusion of the segmented 
genital glands and an anastomosis formation of the separate 
excretory ducts. 

As both these systems at the beginning of the evolution of the 
Vertebrata evidently existed throughout the whole length of the 
trunk, in order to imagine the primitive condition of the urogenital 
apparatus of the earliest vertebrate forms I drew up a diagrammatic 
outline, in reference to those used by Felix,® of the formation of 
the pronephros segment (Fig 1). Along the whole of the posterior 
and lateral wall of the body cavity a row of nephrostomes is 
depicted. In their vicinity, and especially in a medial direction 
between them and the mesenteric insertion, some genital cells 
are spread. The nephrostomes, the nephrostomal ducts,* the 
Malpighian corpuscles, the tubulus principalis and the conducting 
passage (primarer Harnleiter) mediate the connection between the 
body cavity and its surface. Besides this the more independent 
outer glomerulus is shown in red. 

According to commonly admitted evolutionary principles we 
may assume that this primitive condition of the two systems in 
the higher vertebrate forms has undergone alterations both in 
respect to the extension of the rudiments as well as to the formation 
and development of their peculiar parts. This has happened first 
of all as a result of the different physiological demands that the 
organism in particular cases has made on these organ systems, 
and secondly in consequence of those changes of situation the 
various organs have, in various cases, suffered on account of the 
increasing distribution of labour and specialisation in functions. 
During the ontogenetic development in the higher Vertebrata only 
more or less obvious reminiscences of the depicted primitive 
condition can be expected. But this is a great help at researches 
in higher animals, and especially in the human being, for 
according to modern evolutionary thought we are entitled to assume 
that each and every part of the primitive condition of an organ 
system in the higher stages can, when needed, form parts of 
organs which perform similar physiological functions as itself. 

These views appear with uncommon obviousness when tracing 
the development of the excretory system. In the ascending 
Vertebrata three successive excretory organs are met with—the 
pronephros, mesonephros, and metanephros; the first named has 
a very intimate connection with the genital system. In order to 
obtain a correct understanding of this connection it is of capital 
import to be in a position to regard these three systems as serial 
divisions of an entire segmental apparatus, the various divisions 


* The nephrostomal duct unites the body cavity at the nephrostome with 
the Bowmanian capsular cavity and is together with the latter developed 
from the embryonal part of the pronephros, called by Felix ‘ tubulus 
complementarius or Erganzungskanilchen.” 
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of which can be compared with one another and be regarded as 
homologous. For my present purpose it is of special import that 
from the above one should be able to ascertain the relation existing 
between those parts which in the highest animal forms assume the 
building of the urogenital connection and the corresponding organs 
in both phylogenetically and ontogenetically earlier stages, and by 


settling the phylogenetic significance of these to interpret inversely 
the former. 


A fortunate incident induced me to enter on a closer study of 
the genesis of the urogenital connection and the female genital 
passages. About six years ago, while cutting the adnexa of a 
seven months’ old female embryo in series for another purpose, I 
found on both sides, and on the left especially well developed, the 
following anomalous conditions: From the chief furrow of the 
fimbria ovarica a side fimbria with a deep middle furrow branched 
out to the anterior surface of the ligament. This soon deepened 
into a closed epithelial channel towards the middle of the ligament 
tissue. To the right it contained about 600 p. in a medial direction 
to the nearest vicinity of the rete ovarii, with the tubules of which 
it entered into a solid string-formed epithelial connection. To 
the left I was able to follow a similarly shaped duct extending 
about 150 p, also running in a medial direction. Here this duct 
divided into two thinner parallel epithelial channels. One of these 
branches ended about 300 » from the dividing point; the other 
again turned off somewhat downwards towards the mesovarium 
and joined the rete tubules through a lumen-carrying by-channel 
about 200» from the diverging point. The epithelial channel 
itself extended 950y in a medial direction reckoned from the 
connecting channel and ran on the side of the rete but distinctly 
separated from the same. During its progress it entered into 
three partly solid, partly lumen-carrying, string-formed combina- 
tions with the epithelial tubules of the rete. At its medial end 
and with retained lumen the channel was united with an epoophoron 
tubule. Medially the rete ovarii joined two other adjacent 
epoophoron tubules through partly lumen-carrying strings. 

Besides these channels on both sides in the vicinity of their 
mouths other anomalous formations appeared, from whose form 
one could immediately conclude that they would give rise to 
typical so-called appendicular formations.* 

More difficult, however, was it to interpret the described 
channels, and in this I succeeded, as I believe, only about four 
years later. Asa guidance it was possible to ascertain that the 
channel on the left mediated an urogenital connection, 1.¢., it 
combined the tubules of the mesonephros with tubules of the rete 
ovarii, which in its turn were connected with the medullary cords 
of the ovary. De facto, similar channels have been found in 
various lower vertebrata in a somewhat different form and _ stage 
of development, for instance, in some Pisces, Batrachia, and even 


* The channels and appendicular formations have already been figured 
by me in Anatomische Hefte and Archives de Biologie, 1.c. 
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Reptilia. The well-known authority on this subject, Felix,!® has 
called the corresponding channels in these classes ‘‘ Nierenrand- 
kanal’’ (kidney-border channel). Moreover, he has pointed out 
that in some orders of Pisces this channel reaches such a degree 
of independence that in its distal end it has grown even as far 
as the cloaca, and through this a so-called secondary ductus deferens 
has been formed which is reserved to carry off the genital products. 
On account of this, the primary ductus deferens (‘‘ primarer 
Harnleiter’’ of the Germans), which is in connection with the 
mesonephros, is reserved solely to let off the excretion products of 
the kidney tubules of the mesonephros, and the organism has 
attained its purpose, the genital cells having during their progress 
from the reproductive gland to the surface of the body evaded the 
injurious influence of the excretion products. The same tendency 
may be further traced in all higher Vertebrata, and this necessity 
has been attained in different ways and most completely in the 
urogenital connection of the higher Vertebrata and in the formation 
of a special conducting passage for the female genital products— 
the Miillerian duct. 

Referring to the independence of the ‘‘ Nierenrandkanal,”’ and 
basing his opinion on theoretical reasoning, the reviewing of which 
would carry me too far from the main question, Felix has suggested 
(Ic. p. 833) that the Miillerian duct may be derived from the 
‘* Nierenrandkanal ’’ observed in lower animals. And this effort, 
as Felix himself says, ‘‘ Versuch einer Deutung,’’ is so far the 
only attempt that has been made to give an explanation of the 
phylogenetic significance of the Miillerian duct. As I already. 
mentioned at the outset one has, as a rule, been contented to state 
that in higher animals the Miillerian duct appears as a plate of 
‘* thickened peritoneal layer ’’ at the cranial lateral surface of the 
Wolffian body. 

The first impression of the anomalous ‘‘ Nierenrandkanal ’’ in 
the human foetus, which I observed to be in open and continuous 
connection with the Miillerian duct, was that this discovery was an 
important support to Felix’s hypothesis. This, however, does not 
turn out to be the case when one considers the result with reference 
to the genesis of the rete, which I obtained on the basis of studies 
of the embryonic material placed at my disposal at Bonn." 

Combining my observations with discoveries made by other 
and earlier authors and with theory, I came to the conclusion— 
differing from the opinions of earlier authorities—that the rete 
tubules in Mammals neither grew out from the mesonephros tubules 
nor from the medullary cords, but differentiated in loco from the 
primary mesenchyme, posteriorly to join both the mesonephros 
tubules and the medullary cords, thus effecting the formation of 
the urogenital connection. 

Felix likewise arrived, simultaneously, at a somewhat similar 
conclusion, of which one is convinced by studying Keibel and 
Mall’s Manual (vol. ii, p. 913), which had not been published at 
the time of my researches in Bonn. But when Felix derives the 
rete tubules from the epithelial nucleus of the _ indifferent 
reproductive gland (‘‘Von dem Epithelkern der indifferenten 
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Keimdriise ’’), he agrees more closely with those who in the rete 
tubules see a product of the genital tissue. From reasoning which 
cannot here !? be reproduced in detail, I derive the rete tubules as 
well as the tubo-rete-epoophoron channel, already explained, and 
the ** Nierenrandkanal’”’ of Felix (the two latter being merely 
channel-formed anastomoses between the rete tubules) from the 
aforesaid tubulus complementarius, ‘‘ Erganzungskandlchen,”’ 
which in the complete pronephros segment in the earliest forms of 
the vertebrata connect the peritoneal and Bowmanian capsular 
cavities (cf. Fig. 1). In the higher Vertebrata this cell material is 
mostly latent, as the pronephros disappears early, but secondarily 
it differentiates from the primary mesenchyme, so that it becomes 
the connecting link between either the reproductive gland or the 
abdominal cavity on one side and on the other the mesonephros. 
Similarly, in the earlier stages of the Vertebrata and in the above 
mentioned and figured primitive condition, it connected the former 
two with the pronephros (cf. Figs. 1 and 2). 


In higher animals, as previously stated, these rete tubules are, 
as a rule, directly differentiated in loco in the mesenchyme tissue 
without any continuity with the peritoneal epithelium. 


At times, however, especially at the cranial end of the urogenital 
ridge, the primary connection between the peritoneal layer and 
parts of the tubulus complementarius are developed, and then a 
string or channel-formed epithelial connection between the peri- 
toneal cavity and the rete and mesonephros tubules may be 
observed. 


Observations of such a connection between the peritoneal cavity 
and the rete tubules are, up to the present, only to be found in 
the author’s material (viz., three cases; e.g., Fig. 2). An open 
connection between the peritoneal cavity and the mesonephros 
tubules has earlier been discovered (the cases noted by Luschka,'* 
Roth !4 (cf. Fig. 3), von Winiwarter,!® and myself). Thirdly, 
there has likewise been observed a co-existent connection of the 
peritoneal cavity, the rete tubules and the mesonephros tubules 
through a single channel system. A similar observation has been 
made by von Winiwarter and Sainmont and by me in three cases 
(e.g., the tubo-rete-epoophoron channel in the seven months’ old 
foetus above described and in Fig. 4.) This third combination 
may be supposed as having originated from a tubulus comple- 
mentarius which firstly has preserved its primary connection with 
the peritoneal layer and secondly has secondarily entered into 
communication with the other rete tubules, which at last have 
formed the ordinary connection with the mesonephros tubules. 


Now it is to be observed—and in this lies the reason which 
obliges me in this discussion on the genesis of the genital duct to 
give a review of researches on the genesis of the urogenital 
connection—that the connecting channels, to which Ihave earlier 
drawn special attention,® join the peritoneal cavity as a rule on 
the fibria ovarica. This fact is proved by all the reliable cases 
described in literature, and also by all the ten cases I have come 
across during my studies in young human and sometimes other 
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mammal embryos (cf. Figs. 2, 3, and 4). This discovery led me 
to enquire into what explanation this regularity admits. 

As I recently mentioned, | interpreted these connecting channels 
as homologous with the rete tubules and hence with the tubulus 
complementarius. Their mouths at the peritoneal end should 
therefore be regarded as homologous with the nephrostomes of 
the tubulus complementarius (Figs. 1 and 2). Thus these 
observations prove a regular relation between the epithelium o} 
these nephrostomes and the epithelium of the Miillerian duct. 
I therefore formulated the following hypothesis: In the same way 
as—according to Felix’s supposition—the ‘ Nierenrandkanal ”’ 
originates through an anastomosis formation between the middle 
parts of the rete tubules or tubulus complementarius, the rudiment 
of the Miillerian duct generates through a fusion of the nephros- 
tomal epithelium of these, and similarly as the ‘‘Nierenrandkanal”’ 
in some Pisces can grow independently as far as the cloaca in order 
to form a new conducting passage for genital products, so also 
has the rudiment of the Miillerian duct emancipated itself in the 
phylogenesis and grown down to the cloaca. 

In order to understand better the reasons of the development 
of this organ form in the phylogenesis, | adopted the following 
line of thought. During some early phases of development in 
the vertebrata, as the female reproductive cells began to increase 
in size to such an extent that their outlet through the channels of 
the excretory system (cf. Fig. 1) was rendered more difficult, the 
nephrostomes of the tubulus complementarius were irritated 
through this increase in size and were so forced to form a new — 
and sufficiently broad conducting passage. As the ducts of the 
excretory system had to fulfil other excretory functions at the same 
time, they were unable to keep pace with this increase of the 
female reproductive products. Again, for the male smaller repro- 
ductive products, these ducts were still passable and at the same 
time the safest conducting passage, especially since on one side 
the open connection of these ducts with the peritoneal cavity 
through the genesis of the urogenital connection became useless 
and then disappeared, and on the other the metanephros with 
special excretory duct was formed. 

The conclusion arrived at—that the epithelium of the Miillerian 
duct may be derived from the epithelium nephrostomale of the 
tubulus complementarius—is noteworthy, inasmuch as two inves- 
tigators have discovered a certain connection between the epithelium 
of the Miillerian duct and the pronephros nephrostomes (H. Rabl 
in Batrachia and Wilson?® in Reptilia). As the epithelium 
nephrostomale of the tumulous complementarius shown by me in 
mammals should be regarded as generating from, and being 
homologous with, the epithelium nephrostomale of the pronephros, 
so the discoveries of these investigators coincide with the conclusion 
to which I have indirectly come by utilising results I obtained from 
examinations of the genesis of the urogenital connection, 

About three years, when coming to the above conclusion, | 
had had no opportunity until that time of studying the development 
of the Miillerian duct in its earlier phases. Only much later, and 
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then in connection with researches of quite a different nature, viz., 
a study of the genesis of the so-called appendicular formations 
(hydatids, fringes of fimbria, etc.) in human embryonal material, 
did I return to the question of the genesis of the female genital 
passage. On this occasion I was able to point out an evident and 
regular connection between the Miillerian duct and a number of 
epithelial formations situated at the cranial end of the urogenital 
ridge. Of these I can state that in all probability they are homo- 
logous with parts of the pronephros ducts, and appear in quite a 
rudimentary form in the human being. 
As it would carry me much too far if I even began casuistically 
to give an account of the twenty odd embryos in which I have 
—_ minutely examined these epithelial circumstances, I must content 
ve myself in as few words as possible in reviewing the most important 
parts of my discoveries which have a direct bearing on the genesis 
of the Miillerian duct. 

The epithelial formations at the cranial end of the urogenital 
ridge are regularly situated on the back surface of the mesonephros 
ridge in the environment of the abdominal ostia of the Miillerian 
ducts, thus in a region which in later foetal phases corresponds 
with the lateral part of the anterior side of the mesosalpinx. Another 
obvious circumstance, until now unnoticed, is that in human 
embryos of from two to three cm. in length the epithelium in this 
region often is considerably higher than in its vicinity, and con- 
tinues so in a distal direction up to that place where later the 
limit between the epoophoron and paroophoron becomes evident. 
This high epithelium appears also in somewhat older embryos in 
two partly separated zones (cf. Fig. 5). 

The first zone of this heightened epithelium (shown red in 
Fig. 5) covers a mesenchyme ridge which in 400-500 y runs in a 
caudal direction more dorsally and medially as a direct continuation 
of the diaphragmatic band (unreproduced in Fig. 5) of the meso- 
nephros. In its middlemost part it is about 80y high and 7op 
broad, divided into several ramifications, and in transverse section 
resembles much a section through a glomerulus. In its cranial 
a and caudal ends this mesenchyme ridge gradually grows narrower 
= 2 and disappears at the same time as its cylindrical epithelium merges 
into the surrounding epithelium. I have come across similar 
formations in five embryos whose maximum lengths were about 
2, 3, 5, 11, and 22cm. Although I have not found quite similar 
formations described in literature, I regard myself as being entitled 
to interpret these fold formations in human embryos as a kind of 
exterior glomerulus, as they resemble both in shape as well as in 
constant localisation those glomus formations which have been 
found in lower animals. This interpretation did not meet with 
any opposition at the congress of anatomists held at Greifswald in 
1913. 

The latter epithelium zone, consisting of cylindrical cells, runs 
laterally and almost parallel with the former and is somewhat less 
distinctly separated from the vicinity. It begins from the epithelium 
of the ostium abdominale tubz and extends as far distally as the 
first-mentioned zone. Its elevated cylindrical cells differ clearly 
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from the flat epithelium of the surrounding and especially the 
anterior surface of the mesonephros ridge. 

Within the area of this second epithelial zone (Fig. 5) and also 
in later phases on the corresponding part of the surface of the 
mesonephros ridge, in every case (with the exception of two foetuses, 
six and eight months old respectively) I have found rather a great 
number of well-defined epithelial formations, generally in the shape 
of epithelial bladders or pits, which in the later foetal stages have 
been gradually transformed into appendicular formations. These 
in later stages of development have assumed different forms, so that 
all the various kinds have been represented in my cases: those that 
are pedunculated and those that are broadly affixed to the ligament, 
the open appendices and closed hydatids, the fimbria-fringes and 
the funnel- and cup-shaped so-called ‘‘ Nebentuben’”’ (Fig. 6). 
Owing to the fact that during my researches I had at my disposal 
a complete series of human embryos from about 1 cm. long to the © 
fully developed foetus—which has never before been the case at 
earlier investigations of the appendicular formations—I have with 
positive certainty been able to derive all the appendicular forma- 
tions, situated on the anterior surface of the mesosalpinx, from the 
epithelial formations and, indirectly, from the latter of the above 
mentioned epithelial sones of the posterior surface of the 
ee atl ridge in two to three cm. long embryos (Figs. 5 
and 6). 

Thus, through these observations, the question of the genesis 
of the appendicular formations is, so far as 1 am concerned, solved. 
In order to give an idea of the prevailing uncertainty regarding 
the derivation of these formations, I take the liberty of quoting an 
utterance which in 1907 was made by one of the most eminent 
experts in the evolutionary history, anatomy and pathology of the 
female genital apparatus. Professor Rob. Meyer,!® in an article 
touching among other things on the formations in question, writes : 
‘* Wie oft solche Anhinge aus abgeschniirten Urnierenresten oder 
Nephrostomen oder abnormen Coelomepitheleinstiilpungen oder 
iiberzihligen Miillerschen Trichtern entstehen, weiss man _ nicht 
genau. Ein Teil der Hydatiden kann freilich auch aus dem 
kranialen Ende des Wolffschen Ganges entstehen.’’ In other 
words, the genesis in question was, according to Meyer’s opinion, 
in utter obscurity, and since this statement of his no new 
observations have been published which might shed light on this 
question. 

Taking into consideration the above briefly described observa- 
tions, the interpretation of the phylogenetic significance of the 
appendicular formations totally depends on the explanation given 
to the epithelial zone on the posterior surface of the mesonephros 
ridge and to the cell bladders and invaginations which appear 
within the former. 

When attempting to solve this question the chief interest turns, 
and naturally enough, on the latter. Even in an embryo of about 
Icm., in which the rudiment of the Miillerian duct is still in a 
stage of ‘‘ thickened peritoneal epithelium ’’ without any invagina- 
tion, I have found inside the zone of this cylindric epithelium 
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similar closed cell bladders at the extreme cranial point of the 
mesonephros ridge. Still more cranially and in still younger 
embryos Janosik,?° Veit,?!, MacCallums,?? Tandler,?? von Wini- 
warter,*4 etc., have found similar formations. All these authors, 
with more or less certainty, have explained these formations as 
pronephros remnants, and so much the more as in their vicinity 
they have often believed to have found remnants of exterior 
glomerulus formations. 

A priori it must be taken as a matter of course that if once 
these formations observed by me have some connection with the 
nephrogenic tissue—and no other organ system can possibly be 
taken into consideration—they must either be parts of the channel 
system of the pronephros or mesonephros. Against the latter 
supposition the following facts speak. Neither the above-mentioned 
authors nor I have ever come across remnants of interior glomeruli 
in connection with these cell bladders and invaginations. Yet, 
according to Felix, all mesonephros tubules must form interior 
glomeruli during their development. Secondly, it must be noticed 
that the formations in my cases in early stages stand in a regular 
epithelial connection with the above-described superficial epithelium 
zone, whereas they have always clearly and by great distance been 
separated from the mesonephros tubules. Lastly, I beg to remind 
you of the presence of a formation explainable as an exterior 
glomerulus in the vicinity of these cell bladders and invaginations. 
All these circumstances seem to me to tell strongly against the 
mesonephric origin of these latter. 

At any rate I am not readily inclined without further notice with 
the above-mentioned authors to declare these cell bladders, 
invaginations and channels as proper pronephros remnants, since 
the pronephros,* which in man indeed appears in a_ highly 
developed form, is considerably more cranially situated and dis- 
appears much earlier than these formations appear. 

On the contrary I may remind you of the diagrammatic outline 
of the primitive condition of the urogenital apparatus of the 
Vertebrata (Fig. 1) and draw attention to the coincidently assumed 
possibility that particular parts of organs developed in earlier 
animal forms can attain a certain degree of structure as a 
reminiscence of phylogenetically earlier periods. Bearing these 
possibilities in view, I have come to the conclusion that the often 
mentioned epithelium bladders, invaginations, channels and the 
epithelium sone consisting of cylindric cells, inside of which the 
former always appear, do not form proper pronephros remnants, 
but build up a special epithelial blastema, which, however, judging 
from all circumstances, has stood in a genetic connection with the 
pronephros and still appears in man, during a short period of 
intra-uterine life, simultaneously and in connection with the initial 
development stage of the Miillerian duct in a rudimentary form, as 
a reminiscence of phylogenetically earlier periods. As previously 


* Felix has especially called attention to the difficulties of explaining 
these channel fragments and has expressed doubts as to the right of 
interpreting them as real pronephros remnants. 
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said, I have always found this blastema in regular connection with 
the ostium abdominale of the Miillerian duct. 

Let me again refer to earlier authors’ observations in lower 
animals. Wilson ?* in 1896 found that the invagination of the 
Miillerian duct in crocodiles appears in the middle of an elevated 
epithelial zone which combines the different pronephros nephros- 
tomes. H. Rabl?’ has proved that this invagination in embryos 
of the frog is built from that cell material which remains over after 
the degeneration of the second pronephros nephrostome. 

If, then, with regard to the complete analogy existing between 
Wilson’s, Rabl’s and my discoveries, I endeavour to homologise 
the different constituents of the organ parts spoken of (cf. Fig. 5), 
I should be obliged to consider the much-alluded-to cell bladders 
and channels as homologous with the tubulus complementarius of 
the pronephros, perhaps also in a measure with parts of the tubulus 
principalis (cf. Fig. 1). Consequently their open ostia within the 
range of the blastema should be taken as homologous with the 
pronephros nephrostomes. Thus, I say, only as formations homo- 
logous with pronephros constituents, not as real parts or remnants 
of the pronephros, as this organ in man disappears much earlier 
after having reached a certain degree of development at the cranial 
part of the rudiment. 

The blastema itself, which according to Wilson and myself 
combines the nephrostomes in question, and inside which the 
Miillerian duct takes its origin, can be homologised, naturally, only 
with the epithelium of these nephrostomes, i.e., its cell material is 
derived from the epithelium nephrostomale of the tubulus comple- 
mentarius. 

According to this line of thought I come at last to conclude 
that the initial stage of the Miillerian duct, the funnel-shaped 
epithelial invagination, generates within the area of an epithelial 
blastema—built up of cylindric cells—which connects a number of 
ostia homologous with the pronephros situated on the uppermost 
part of the urogenital ridge. 

From the above it will appear that a year ago in connection 
with researches, through which I endeavoured to explain the genesis 
of the appendicular formations, I arrived, with reference to the 
genesis of the Miillerian duct, at quite the same result as that I 
obtained two years earlier when, with the help of my material from 
Bonn, I tried to interpret the origin of the urogenital connection. 
Even then I surmised that the epithelium of the Miillerian duct is 
homologous with the epithelium of the ostia, which mediate an 
anomalous connection between the central furrow of the fimbria 
with the rete tubules and mesonephros; and these ducts I then 
derived from the tubulus complementarius. 

From these two pieces of work I feel entitled to formulate the 
following theory : The Miillerian duct in Man and Mammals, as in 
Amphibians and Reptiles, originates from a diffused epithelial 
blastema, which in the phylogenesis is derived from the epithelium 
nephrostomale of the tubulus complementarius of the pronephros. 

The fimbria ovarica originates from the cranial part of this 
blastema and the appendicular formations situated in later stages 
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on the anterior surface of the mesosalpinx from its caudal end. All 
the appendicular formations existing on the posterior surface of the 
mesosalpinx are, according to my observations, fragments separated 
from the fimbria tissue in about the third month of pregnancy. 
Contrary to the opinions expressed by all earlier authors, I derive 
likewise all the appendicular formations from this blastema. 


Without wishing to enter into a more detailed application of 
the above theories, I still intend to hint briefly at those questions 
to which, according to my opinion, they offer a satisfactory 
explanation. 

In the first place the question of the origin of the rete ovarii 
and the rete testis or corpus highmori. The earlier vindicated 
opinions that the rete strings were proliferation products of the 
Bowmanian capsular epithelium belonging to the mesonephros 
(von Mihalkovics, von Winiwarter, Saintmont, etc.), or on the 
other hand of medullary strings or other epithelial constituents of 
the genital gland (Janosik, Coert, Felix, etc.), cannot offer a 
plausible explanation or point out a phylogenetic basis on which 
this organ develops in the higher vertebrata. My view meets these 
requirements, as the rete tubules directly differentiate in loco from 
the primary mesenchyme and are explained as homologous with 
the tubulus complementarius, which in all animals where it develops 
fulfils the same functions, and is the first link between the genital 
cells of the abdominal cavity and the proper evacuating genital 
passages. 

In connection with this result the earlier and variously solved 
problems regarding the significance of the tubo-parovarian duct 
(Roth) or tubo-epoophoron duct (Fig. 3) obtain a natural explana- 
tion. This, together with the tubo-rete duct (Fig. 2), proved by 
me, and the tubo-rete-epoophoron duct (Fig. 4), studied by von 
Winiwarter and Saintmont and myself, are thus differentiation 
products of the tubules complementarius and have a particular site, 
influenced by earlier processes of development. They are homolo- 
gous with the rete tubules. 

In the second place my comments so far constitute the only 
explanation of the origin and phylogenetic import of the female 
genital passage, based on great research material. 

In the third place my observations have definitely solved the 
question of the development of the appendicular formations, 
hydatids, ‘‘ Nebentuben,” fimbria-fringes, etc., from their earliest 
stages, and in connection with the theory regarding the significance 
of the Miillerian duct has given a phylogenetic explanation to the 
same. 

In accession to these results the formerly unsettled tubo- 
diverticular ducts (cf. Fig. 6) and the tubo-diverticular cysts (cf. 
Fig. 7), originating from the former, have been explained as 
differentiation products of the epithelial blastema discovered by 
me. They originate in the neighbourhood of the ostium abdom1- 
nale of the Miillerian duct through a tube-formed invagination 
which is then separated from the covering epithelium. They are 
generally situated on the anterior surface of the mesosalpinx as 
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the typical appendicular formations in a zone which corresponds 
to a6 area of the blastema in 2-3cm. long embryos (cf. Figs. 5 
and 6). 

As an illustration of the possibility—through the help of my 
conclusions—of giving a plausible explanation of anomalous 
formations which before could scarcely have obtained a satisfactory 
explanation, I cannot omit mentioning a case briefly which I 
dissected while acting as officiating assistant at the Helsingfors 
Pathological Institution about two years ago. It was an almost 
fully developed female foetus born at the lying-in hospital. The 
beating of the heart ceased to be heard about five minutes before 
birth. From an exterior inspection nothing abnormal was notice- 
able. The lungs were quite atelectatic; in the heart, thymus, liver 
and spleen nothing abnormal was to be seen. In spite of persistent 
searching the kidneys and ureters could not be found. The bladder 
was small and empty; the ureter mouths were wanting. In place 
of the uterus a small bipartite tissue mass without lumen was 
present which seemed to resemble a rudimentary uterus bipartitus. 
The tubes could not be discovered, but between the second and third 
lumbar vertebre highly developed fibria or ostium formations were 
found, which were connected with the cranial end of the ovaries 
through well developed fimbriz ovarice. The ovaries were 
extraordinarily long (left about 2.5 cm., right about 4cm.), narrow, 
and thin. 

To study the Miillerian ducts I cut both adnexa in series 
(Figs. 7 and 8 demonstrate the circumstances roughly and dia- 
grammatically). Only to the left a proper ostium abdominale 
tubze and a rudimentary beginning of the Miillerian duct is seen. 
Through two superfluous ostia (on the genesis of which I cannot 
here enter into detail) it is in connection with the ligament surface, 


on which somewhat farther off appear two appendicular formations : © 


one pedunculated, the other embedded in the ligament. The 
cavities of these formations are in open connection with the peri- 
toneal cavity through two and three ostia respectively. The 
cylindric epithelium of the unstyled formation passes through one 
of these ostia into the surface of the ligament and to some extent 
covers it. In principle these appendicular formations in no wise 
differ from the ‘‘ Nebentuben.”’ On the right there is one well- 
developed fimbria ovarica only; no ostium abdominale tube can 
be found. But in that place, described as that where the Miillerian 
duct is developed on the left side, there are two closed epithelial 
cysts, rather deeply submerged within the ligament tissue. These 
cysts in attitude and form most clearly correspond to the tubo- 
diverticular cysts.* These almost symmetrically situated different 
appendicular formations find their full explanation only through 


* The epithelium in these four formations is quite similar to that found 
in typical appendicular formations. The epithelium is in all respects 
likewise the same as that of the various parts of the Miillerian duct. I 
have already minutely described these epithelia in a paper in Archiv fiir 
Gynikologie, Bd. 102, 1914 (‘‘ Uber das Epithel der Anhangsgebilde des 
Ligamentum latum ”’). 
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the supposition that the growing of the epithelium—the so-called 
Miilierian epithelium—when beginning to form the Miillerian duct 
has ceased and its material has gone to their development. Quite 
similar formations arise from the earlier mentioned blastema— 
owing to the prevailing laws, during embryonal life, for the 
proliteration of this epithelium and the connective tissue muscle 
layzr belonging to it, whose tendency is to bring about folds and 
invaginations and in some degree to outdo the vicinity in growth. 
The described epithelial formations in this case of aplasia of the 


Miillerian ducts are thus typical products of the proliferation of 
the Miillerian epithelium. 
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EXPLANATION OF FIGURES. 


FIGURE 1. Diagrammatic outline of the primitive condition of the 
vertebrate urogenital system according to the diagrams of Felix. To the 
left the mesenteric insertion and on either side the posterior wall of the 
body cavity (light grey) inserted with genital cells (black). The red zone 
marks the exterior glomerulus or glomus. Farther to the right, pronephros 
nephrostomes connected through nephrostomal channels with the Bow- 
manian capsular cavities. Each of these contains an interior glomerulus. 
The epithelium of the nephrostomal channel and the capsules of Bowman 
(black and white) are differentiation products of the tubulus complemen- 
tarius, which again is built up of the lateral part of the lamina urogenitalis 
or ‘“‘ Ursegmentstiel ’ in the earliest embryonal stages. Still more to the 
tight follow tubulus principalis and the common conducting passage, at 
the same time the primary excretory duct and the primary ductus deferens. 

FicurE 2. Diagrammatic graphic reconstruction of a 6.2cm. pig 
embryo (Professor Bonnet’s collection). To the left the genital gland, ~ 
testis (dark grey). From its cranial end the fimbria testis runs to the 
ostium abdominale of the Miillerian duct. In its chief furrow there are 
three ostia connected with the well developed rete testis (white net) 
through partly lumen-carrying epithelial bridges (black and white).* On 
the opposite side of the rete the Malpighian corpuscles of the mesonephros 
are in epithelial connection with the rete tubules through the Bowmanian 
capsular epithelium. There is thus a connection—mediated through the 
rete tubules—of the mesonephros tubules with the peritoneal cavity on the 
middle furrow of the fimbria. Those parts of the connecting system 
originating from the tubulus complementarius are as in Fig. 1 in black 
and white. 

FicurE 3. The well-known tubo-parovarian duct of a 19 years old 
virgin, published by Roth, 1882. There are reasons for supposing that its 
branching towards the ovary and rete (not here reproduced) consists of 
parts of rete tubules. 

Ficure 4. Diagram obtained through approximate graphic reconstruc- 
tion. From the fimbria furrow a tubo-rete-epoophoron duct goes out, 
being at its commencement connected through two ostia with the ligament 
surface in a region where the peritoneal layer is formed of cylindrical cells 


* Wichmann. l.c. Anat. Hefte, Figs. 19-25. 
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(not shown).* In its middle the duct is in open communication with an 
epoophoron duct; at its medial end it disappears among the rete tubules. 
Somewhat above there are two typical hydatids superficially embedded in 
the ligament. One of these has retained a certain connection with the 
epithelium of the Miillerian duct, as a flap of the fimbria tissue continues 
along the surface of the ligament as far as that place where the epithelium 
of the bladder seems recently to have been separated from the surface. An 
evident epithelial connection is, however, no longer noticeable. 

Ficure 5. A diagrammatic drawing of the epithelial formations on the 
posterior surface of the urogenital ridge in a human embryo of about 3 cm. 
length. To the left the sex gland and ligament insertion in the back 
wall of the body cavity. The Miillerian epithelium on the fimbria and 
the two epithelium zones consisting of the cylindric cells well developed. 
The red zone denotes the site of the exterior glomerulus formation; the 
light part with the two typical cell bladders, on the other hand, the caudal 
part of the outspread blastema, from which originate the Miillerian duct, 
the appendicular formations, etc. 

Ficure 6. Diagrammatic reconstruction obtained from a series of an 
18cm. human foetus. One can first of all follow towards the anterior 
surface of the mesosalpinx a tubo-diverticular duct about 400 ,, long which 
is superficially embedded in the ligament and which begins at the ostium 
abdeminale tubze. In its medial end it comes into contact with the locally 
somewhat elevated peritoneal layer (unshown). Beside it runs a partly 
channel-shaped formation appearing generally as a surface epithelium zone 
built up of cylindrical cells. Its progress totally corresponds with that 
of the blastema zone reproduced in Fig. 5. In direct continuation of these 
two formations in a medial direction and downwardly on the anterior 
ligament surface follow, at intervals, five typical appendicular formations 
representing both open and closed, styled and unstyled hydatids and 
‘“Nebentuben.’”’ Between them the peritoneal layer is often unequally 
elevated and sometimes assumes the character of the cylindrical epithelium 
(not shown). At the same time the surface shows numerous elevations 
and invaginations in the vicinity of these formations.+ 


Ficurres 7 and 8. Diagrammatic drawings of the extension of the 
Miillerian epithelium in a new-born female child. The description of the 
figured formations is to be found in the text. 


*In the diagrammatic drawing the two ostia have been figured above 
the channel, although they should be in connection with the fimbria tissue 
below. This is in order to avoid in the drawing the confusion with the 
rete. Thus these openings lie de facto in the fimbria-tissue (cf. the descrip- 
tion of Case 8 and Figs. 20-22 in Wichmann, l.c. Archives de Biologie). 
+ Cf. Figs. 10-19 in Wichmann, S.E. ‘‘ Uber die Bedeutung des 
Miillerschen Epithels, nach Studien am Menschen.’’ Verhandl. der Anat. 
Gesellschaft. Versamml. in Greifswald, 1913, S. 139. 
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Primary Echinococcal Invasion of the Ovary, with 
Notes on other Pelvic Hydatids collected from 
various sources in Australia. 


By H. C. Taytor Younec, M.D., 


Hon. Consulting Gynecologist, the Coast Hospital, Sydney; Hon. 
Gynecologist, Lewisham Hospital for Women; and Senior 
Honorary Assistant Gynecologist, Royal Prince Alfred 
Hospital, Sydney; and 


D. A. WEtsH, M.A., B.Sc., M.D., F.R.C.P. (Edin.), 
Professor of Pathology in the University of Sydney. 


Primary hydatids of the ovary have been specially studied by 
Bland Sutton,! who found all the records unreliable. He considers 
that the immunity of the ovary (and the equal immunity of the 
testis) to hydatid invasion is due to the fact that it lacks a loose 
serous investment. The case of the ovary is particularly deceptive, 
since hydatids arising in the broad ligament tend, by their 
progressive enlargement, to stretch the ovarian tissue along their 
periphery. Jéan? however recorded a large hydatid cyst of the 
right ovary from which six litres of fluid were withdrawn by 
capillary puncture. Four months later an abdominal section 
revealed a cyst containing eight litres of limpid fluid and numerous 
daughter cysts. It was determined that the cyst originated in the 
ovary and had become prolonged into the broad ligament. Allen * 
states that only one case has come within his experience, which is. 
very extensive, but he does not give details. 

One case of primary invasion of the ovary has come under our 
observation. It occurred in a woman, 29 years of age, who had 
abdomino-pelvic tumours for about four years. The abdomen was 
opened and three hydatid cysts, each as large as a very big orange, 
were removed from their attachments to the omentum. A larger 
hydatid, about the size of a football, was situate beneath the left 
lobe of the liver and was removed at a later operation. The 
interesting feature of the case was that the right ovary was found 
to be replaced by a cystic mass which was adherent to the Fallopian 
tube but did not grow between the layers of the broad ligament. 
Both tube and ovary were removed together under the impression 
that the condition was a small ovarian cystoma. The specimen, 
however, showed a rounded hydatid cyst, between 7 cm. and 8 cm. 
in diameter, with several exogenous daughter cysts in its wall, 
occupying the position of the right ovary. Microscopic sections 
were prepared of the hilum and of each quadrant of the cyst wall. 
The characteristic ectocyst of the parent and daughter cysts was 
revealed. The epithelial structures of the ovary had completely 
disappeared. Fibro-muscular tissue and large blood-vessels were 
found throughout the adventitia and were concentrated at the hilum. 
The growth of the parasitic cyst within the dense capsule of the 
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ovary would cause great compression of the whole ovarian tissue, 
and it is consistent with general pathological principles that the 
more highly specialised Graafian follicles should be the first to 
atrophy; whereas if a cyst of the same size had developed by the 
side of the ovary the pressure would have been neither so great 
nor so uniform, and some ovarian epithelium would probably have 
been recognisable. The anatomical position of the cyst was that 
of the right ovary,-and Taylor Young, who operated, was satisfied 
that with the cyst he removed the only tissue representing the 
ovary. The invasion of the ovary appeared to be quite independent 
of the invasion of the omentum. The ectocyst in the ovary was 
thin, transparent, and of a pale brownish colour, and the same 
characters were repeated in the exogenous secondary cysts. In all 
the omental cysts and parasitic membranes were thick, opaque, 
and white, indicating that a different strain of the parasite was 
probably concerned, and that the patient had been the subject of a 
double infection, 

In response to the many letters we addressed to surgeons 
throughout Australasia we received notes of the following cases, 
hitherto unpublished. They illustrate the extraordinary diversity 
presented by pelvic invasions and the corresponding problems in 
treatment. 

Primary Extra-peritoneal Hydatids of the Pelvis (Professor 
Watson and the late Dr. E. W. Way, Adelaide). A multipara, 
53 years old, complained of severe pelvic pain and slight difficulty 
in micturition and defzcation. Incision in the linea alba revealed 
a hard white tumour as large as an orange connected with the 
uterus but receiving its blood supply from the omentum. It was 
removed in the belief that it was a subserous myoma, becoming 
detached from the uterus and parasitic, as regards its blood supply, 
on the omentum. Later on, however, it was found to be the 
cartilaginoid adventitia of a brood of echinococcal vesicles ranging 
from the size of a pea to that of a walnut. While the utero-vesical 
peritoneum was being stripped from the front of the tumour a 
second hydatid capsule was unexpectedly ruptured, and the true 
nature of the tumour was for the first time revealed. This cyst 
was as large as a cricket ball and contained a brood of cherry-sized 
hydatid vesicles. Similar encapsulated broods were found in the 
right and left broad ligaments respectively. All three tumours 
occupied the position of the cervix uteri and were extra-peritoneal. 
As there was no evidence of a leaking hydatid higher up, implan- 
tation by gravitation of escaped parasites in the pouch of Douglas 
had not occurred. 

The parasitic cysts having been removed, the three adventitious 
capsules were trimmed down to the level of the vagina, but were 
not completely removed for fear of implicating the ureters. The 
uterine body was excised. This left a basin-like hollow made up of 
three cup-shaped depressions (the residues of the three adventitious 
cysts) in the site of the cervix uteri. The cut edges of the cups 
were then united by interrupted sutures, and the utero-vesical serosa 
was drawn backwards over the transpelvic line of sutures and 
attached to the peritoneum of Douglas’s pouch. A fifth small 
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Primary echinococcal invasion of the substance of the righ 

ovary described by Taylor Young and Welsh. Two exogenous 

daughter cysts are seen in the wail of the parent cyst. The 

indurated condition of the hilum of the ovary and the adhesions of 
the tube are not represented. 
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hydatid capsule was overlooked at the operation, but made itself 
known three weeks later, when it, together with the greater part of 
the sutured capsules, sloughed and were discharged per vaginam. 
From this time onwards the patient made a good recovery, and she 
was seen six years later in the best of health. 


Primary Hydatid Cyst of the Sacrum (Rothwell Adam, 
Melbourne). A woman, 30 years of age, and married for twelve 
years, had one child eight years ago, and made a good recovery. 
She became ill eight years ago soon after her confinement, and 
suffered from a bearing-down sensation, backache, and loss of 
flesh. Her appetite was good, there was no vomiting, but she had 
flatulent constipation with occasional diarrhoea. Menstruation 
was regular every four weeks, but was prolonged intermittently for 
about fourteen days. The menses were dark and clotted, and there 
was also a leucorrhoeal discharge. On vaginal examination a 
swelling was felt in the pouch of Douglas, posterior, and somewhat 
to the left, continuous with the uterine wall. At operation a 
retro-peritoneal hydatid cyst was found arising apparently from the 
sacrum. Incision of the cyst wall revealed a cavity filled with 
daughter cysts, which were emptied out. The adventitious sac 
was thoroughly cleaned with gauze and dropped back. The 
abdomen was closed without drainage. During the first few days 
of convalescence a considerable amount of fluid accumulated in the 
pouch of Douglas, but was gradually absorbed, and the patient 
made a complete recovery. She was heard of some years after- 
wards, and there had been no recurrence. 


Persistent Recurrence of Pelvic Invasions (Rothwell Adam, 
Melbourne). An unmarried woman, 24 years old, complained of 
discomfort and attacks of pain in the hypogastrium. Menstruation 
was regular every four weeks, lasting five days, not excessive in 
quantity, but accompanied by pain. On examination a hard 
nodular tumour was found distending the abdominal wall, central 
in position, and arising from the pelvis. Per vaginam the tumour 
appeared to be continuous with the uterus, and there was a large 
mass in the pouch of Douglas. A diagnosis was made of multi- 
nodular myoma. On opening the abdomen a mass of tense hydatid 
cysts was found arising from the pelvic peritoneum. The larger 
and more cystic masses were aspirated, and their bulk being 
considerably reduced were removed en masse. The patient made 
a good recovery. 


Three years later she returned with a cystic tumour presenting 
in the epigastrium. Removal of the mass, which had its attachment 
somewhere behind the stomach, was found to be impossible, so 
the daughter cysts and the sac were removed and the abdomen 
closed with drainage. Notwithstanding the distortion to which the 
stomach was subjected, she again made a good recovery. 


About five years after the second operation she returned with a 
tumour filling the pelvic basin and lifting the uterus out of the 
pelvis. At operation it proved to be a retro-peritoneal hydatid as 
large as a football, so closely adherent to the uterus that the most 
efficient way of dealing with it was by removal of the uterus and 
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tumours en masse. The retro-peritoneal cavity was drained 
through the vagina, 

In March, 1914, five years after the third operation, she returned 
once more with an elastic tumour distending the right iliac fossa. 
A single cyst was removed from the posterior surface of the broad 
ligament in the region where the ovary had been. At first it was 
thought to be a parovarian cyst, but microscopic examination 
showed it to be echinococcal. The patient again made a good 
recovery. 

Persistent Pelvic Invasion (Dunbar Hooper, Melbourne). A 
woman had been treated at intervals for the last twelve years, and 
all that time had passed hydatid cysts per urethram and per rectum 
without much pain or inconvenience. The abdomen was opened 
some fourteen years ago and numerous cysts removed from the 
peritoneal cavity, attached as they were to various parts of the 
mesentery. She remained well for two years and then began 
passing the cyst. In May, 1914, she was still alive, but was 
emaciated, though able to walk about. 

Abdomino-pelvic Hydatids (J. A. Cameron, Queensland). A 
young woman, 22 years of age, had difficulty in passing water for 
a period of about two years. She was strong and healthy and had 
no other symptoms until she suddenly developed retention of urine, 
which had to be relieved by a catheter. At operation a large 
hydatid cyst was found in Douglas’s pouch, blocking the pelvis, 
and forcing the vaginal passage forward against the pubes. Two 
smaller cysts were found in the abdomen, and all were removed 
with good results. 

Multiple Pelvic Hydatids (Norman McArthur, Melbourne). A 
married woman, 30 years old, complained of pain in the lower 
abdomen. A few months previously she had suffered from pain 
in the bladder and cystitis, and had had a miscarriage for which 
she was curetted. On examination the diagnosis was an ovarian 
tumour attached to the back of the uterus and filling up the greater 
part of the pelvic basin. At operation there was found an 
unsuspected hydatid cyst attached to the appendix. It was freely 
movable and was very easily removed entire. The main tumour 
was a large biloculated hydatid cyst, one loculus being attached to 
the posterior wall of the left ligament, the other occupying the 
pouch of Douglas. The whole double cyst was enucleated without 
rupture after great difficulty. It was adherent on the left to the 
iliac vessels, and the internal iliac artery had to be tied; it was 
closely adherent also to the uterus and both tubes, and there was 
some troublesome oozing from the tubes and ovaries when freed 
from their adhesions. Conservative double oéphorectomy and 
ventro-suspension was performed. Free daughter cysts were also 
found in the pelvic basin and removed. The patient had not 
reported any recurrence eighteen months after the operation. 

Multiple Primary Hydatids of the Pelvis (Thomas Murphy, 
Melbourne). A woman, 75 years old, had incontinence of urine 
and some diarrhoea. Examination gave the impression of a large 
multilocular ovarian tumour; but there was a prolongation of it 
into the broad ligament which raised the suspicion of malignant 


q 
, 
4 
« 


Young: Echinococcal Invasion of the Ovary 211 


ovarian new-growth. The abdomen was opened and the mass 
partially delivered when a small loculus burst just above the pubes 
and numbers of small cysts escaped. This mother cyst was cleaned 
out, and then two or three other cysts were opened up and cleared 
of smaller cysts. The cyst walls (adventitia) were drawn up, cut 
away as much as possible, sewed to the abdominal wall, and 
drained. The whole tumour was about the size of an adult head. 
It was unlike the usual rounded cyst of the liver or lung. It had 
apparently spread in the cellular tissue, invading the left broad 
ligament, and it extended above and in front of the uterus like an 
ovarian, but had a broad transverse attachment unlike an ovarian 
tumour. 

Primary Hydatid of the Pouch of Douglas (J. A. G. Hamilton, 
Adelaide). A large hydatid cyst, tightly packed with daughter 
cysts, occupied the pouch of Douglas in a woman 32 years old. 
On examination, a rounded smooth mass could be felt above the 
brim of the pelvis; the uterus was pushed up against the pubic 
bone by a hard, immovable mass which filled the pouch of Douglas. 
The absence of elasticity and the firm feel of the tumour led to the 
diagnosis of a fibroid of the ovary which had dropped down and 
become impacted in the pelvis. An exploratory incision in the 
pouch of Douglas revealed an hydatid cyst tightly packed with 
daughter cysts and containing very little fluid, so that the non- 
fluctuant character of the tumour was explained. No other cyst 
could be felt in the abdomen. A drain was inserted, the cyst 
collapsed and healed after considerable suppuration. No return 
of the disease had been reported eight years after the operation. 

Three Cases of Invasion of the Broad Ligaments by Solitary 
Hydatid Cysts were observed by T. G. Wilson, Adelaide. Two 
were found in the right broad ligament and one on the left side. 


Each cyst was about the size of a cocoanut. One of the cases died’ 


three years after operation of hemorrhage from the kidney, and 
she had passed cysts per urethram, but no operation nor post- 
mortem was performed. He has had several cases where what 
was looked upon as an obsolescent hydatid cyst was removed from 
the pelvis. 

Typical Scolic Infection involving the Pelvis (the late Dr. G. H. 
Fetherston, assisted by Dr, Felix Meyer, Melbourne). A young 
girl was operated on for general abdominal ‘‘ fluid tumour.’” The 
omentum, mesentery, bowel, peritoneum, Fallopian tubes, surface 
of ovaries and of uterus were covered with hundreds of small 
hydatid cysts from a pea to a plum in size. They extended up to 
the diaphragm, but there were apparently none in the liver and 
spleen. There was free fluid, and evidently some ruptures had 
occurred. Every trace of the parasite was peeled off minutely, and 
the patient made a good recovery. 


REFERENCES. 
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The Coxalgic Pelvis. 


AN OBSTETRICAL ENQUIRY INTO THE LATERAL TILTING OF THE 
PELVIS. 


By Henry Bricecs, M.B., F.R.C.S., 
Professor of Obstetrics and Gynecology, University of Liverpool, 


Tue feature of the coxalgic pelvis is its asymmetry ; almost entirely 
due to alterations in the innominate bones; commonly the product 
of unilateral hip-joint disease with ankylosis in childhood; and 
occasionally the cause of a severe dystocia in the adult woman at, or 
about, the full term of pregnancy. 

Th: deformity in one-fifth of Prouvost’s 50 cases was sufficient 
to interfere, more or less seriously, with labour. 

The photographs (A) and (B) reproduce the distorted physical 
features of the coxalgic pelvis on the diseased side, the stunted 
and thinned innominate bone has acquired an exaggerated outward 
bend and is considerably contracted. On the healthy side, the more 
fully grown innominate bone, by weight carrying, is flattened and 
its accommodation is less curtailed. The oblique pelvic contraction 
extends to the outlet where the tuber ischii on the diseased side 
is further from the middle line and on the sound side nearer to the 
middle line. The sacro-iliac joints, as correctly stated by H. 
Peters, are not affected. The sacral ale retain their symmetry, 
hence the deformity of the coxalgic pelvis is the reverse of that of 
the Nzegele pelvis. 

For the extreme example of coxalgic pelvis in (A) the Liverpool 
University is indebted to Professor Thomas Wilson, of Birming- 
ham, who lent the original with permission for the plaster of paris 
copy, made in Liverpool by an Italian moulder. 

Concerning the plaster of paris copy, its present pose (C) on its 
museum mountings has attracted obstetrical enquiry. 

Has the pelvis been correctly posed? And, more particularly, 
ought the pelvis to be relatively raised or lowered on the diseased 
side ? 

The first mounting, after the custom of the anatomical mechani- 
— displayed the two halves of the pelvis on an approximate 
level. 


Local obstetrical experience had planned the raising of the 
diseased side. 

Local surgical guidance was sought, with the result that the 
pelvis was lowered on the diseased side. 

Against this surgical verdict obstetrical appeal was renewed on 
clinical evidence, supported bv radiography and photography. 

Two women, both primigravide, each with ankylosis of the left 
hip joint from childhood, had been recently in labour: (1) aged 
26; at the full term; forceps failed; the protracted labour was 
completed by craniotomy ; (2) aged 35; the birth of a healthy, living, 
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(A) More asymmetry; unilateral hip disease; common form. 


(B) Less asymmetry; bilateral hip disease; rare form. 
Severe pelvic contraction in both A and B. 
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Mrs. W.; x-ray by Dr. Thurstan Holland; back view; 
left hip raised. 
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male child, followed the induction of premature labour and the 
use of forceps in the 36th week of pregnancy. 
Brief notes of these two cases, with photographs, are appended. 


(1) SEVERE DysTociA AT THE FULL TERM. 


Mrs. W., aged 26, a primigravida; in labour at home; head 
arrested at the brim; forceps extraction failed; craniotomy May 
26th, 1914. 

Above the obliquely contracted pelvis the head was lying in the 
R.O.A. position, with inadequate flexion, as shown by the forward 
site of the perforation of the left parietal bone adjacent to the coronal 
suture. The weight of the foetus, without cranial contents, 4 lb. 
15 

The height of the patient 5 feet; the left hip joint ankylosed; 
the pelvis considerably raised on the diseased side. 

The pelvic measurements: intercristal, 93; interspinous, 93; 
external conjugate, 7. 


(2) A Mitp Decree or DEForMiITy. 

M. E., aged 35, a primigravida, in the 36th week of pregnancy. 
Labour was induced. Two gum elastic bougies (Nos. 9 and 10) 
were placed. At the end of 46 hours the bougies were removed. 
At the end of 753 hours the head, in the R.O.A. position, became 
impacted in the pelvic cavity. An anzsthetic was necessary to 
catheterise the full bladder. There were considerable head mould- 
ing and a moderate caput. Forceps extraction required a moderately 
hard pull. A living male child, 5 lb. 9 oz. in weight, 17 inches 
long. September 6th, 1914. 

The patient’s height 5 feet 4 inches; the left hip joint ankylosed ; 
the left side of the pelvis slightly raised. 

The pelvic measurements: intercristal, 10}; interspinous, 9}; 
external conjugate, 


(3) A Dearee or DEFORMITY. 


(3) M. M., aged 23, a primigravida, who refused to be photo- 
graphed, was admitted into the Maternity Hospital in labour on 
October 12, 1914, with a contracted coxalgic pelvis and an ankylosed 
raised left hip. Thé vertex presented in the R.O.A. position, and 
labour ended naturally. 

In these instances the evidence is unassailable that the diseased 
is carried higher than the sound side, whether the degree of defor- 
mity be (1) severe or (2) and (3) mild. 

The mechanism of labour in each was consistent with the upward 
lateral tilting of the more contracted left half of the pelvis, and the 
R.O.A. position of the vertex was regulated by the wider occiput 
of the flexed head accommodating itself in the more roomy right 
half of the pelvis. 

Two omissions at this stage of the enquiry are conspicuous: 
(1) a statement of the mechanism of labour when the lateral pelvic 
tilting lowers the contracted side; (2) a reference to multiparous 
cases. 
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In supplying the first omission—the mechanism of labour in 
asymmetrical distortion of the pelvis laterally lowered on the con- 
tracted side—it is not in the coxalgic pelvis that the opportunity 
lies, but in an allied asymmetrical distortion, the consequence of 
shortening of the lower limb early in life. 


Robert Barnes,* in 1860, described a case of asymmetrical 
distortion of the pelvis, the result of unequal length of the legs. 
In the patient there was shortening and lameness of the left leg 
from a fractured ankle at the age mf two years. At the age of 20, 
in the patient’s first labour, craniotomy was performed. At the age 


of 21, in the second labour, a smaller child was extracted with 
difficulty by forceps. 


- Barnes, who attended the labours, reported the lowering of the 
contracted left side of the pelvis and the larger occipital end of the 


flexed foetal head, loosely lying over the pelvic brim on that side, 
in the L.O.A. position. 


Barnes discussed version as a means of bringing the larger 
occiput into the larger half of the pelvic brim. 


In supplying the second omission by a reference to two multi- 
parous cases of coxalgic pelvis, each tilted laterally upwards on the 


contracted left side of the pelvis, only recent labour reports are 
available. 


E. S., aged 29, a iv-para. All natural labours at the full term. 
Fifth pregnancy. Labour at the full term. R.O.A. position of 
the vertex. Spontaneous delivery October 23rd, 1914. 


Height of patient 4 feet 8 inches. Excision of the left hip at the 
age of seven years. Fibrous ankylosis. 


M. P., aged 37, iv-para. The fourth labour. R.O.P. position 
of vertex. Forceps delivery June 3rd, 1912. 


Fifth labour, L.O.A. position of vertex. Forceps October 26th, 
1914. 

Height 5 feet 1 inch. A hip splint was worn between the ages 
of 3 and 13 years. 


The intrinsic alterations in the coxalgic pelvis have been ex- 
haustively described by obstetrical authorities—Tarnier and Budin, 
Paul Bar, Breus and Kolisko, Von Winckel, and others. 


But the lateral pelvic tilting has almost invariably escaped 
allusion or description. 


Whitridge Williams describes the tilting upwards of the well 
side. 


De Lee, on the contrary, states that the pelvis is raised on the 
diseased side. 


The obliquity of the rhomboid of Michaelis carries a two-fold 
causation : (1) the defective development and (2) the tilting of the 
ilium upwards on the diseased side. The latter alone has apparently 
appealed to De Lee. 


* Obst. Soc. Trans. Vol. II. 1861. 
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SUMMARY OF CLINICAL EVIDENCE. 


Five patients, all with lateral tilting of the pelvis. In each the 
left half of the pelvis, the diseased side, was raised. In four 
R.O.A. and in one L.O.A. were recorded as the positions of the 
vertex presentations. 

Natural delivery in two, forceps in one, induction in one, 
craniotomy in one. 

The conclusion is inevitable that the diseased side is raised and 
that the mechanism of labour is thereby favourably influenced in 
the moderately contracted coxalgic pelvis. 
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Etiology and Treatment of Hyperemesis and other 
forms of Pregnancy Toxzmias. 


By E. Hastincs Tweepy, M.D. 


I DESIRE to bring to your notice the brief records of a case of 
pernicious vomiting, for they furnish another proof of the close 
relationship which exists between this form of pregnancy toxzemia 
and the ingestion of milk or other food stuffs, whether carbohy- 
drates or proteids. 

Toward the latter end of last July I was asked by Dr. Rice, of 
Portarlington, to see one of his patients with a view, if necessary, 
of inducing abortion in consequence of the severe condition of 
hyperemesis from which she suffered. 

The lady presented the usual features associated with this con- 
dition. Foul breath, dry skin, temperature slightly above normal, 
quickened pulse, scanty and high coloured urine, dry tongue and 
emaciation, whilst vomiting and retching occurred on an average 
every twenty minutes. She was surrounded by the ordinary 
accompaniments of sucha condition. A portion of unfinished milk 
and soda still remained in the tumbler, a tin of partially consumed 
Brand’s essence, an empty champagne bottle, brandy, biscuits, 
and, of course, a sponge cake, whilst hidden away in a cupboard, 
and smuggled in without the knowledge of the medical attendant, 
a bag of cherries was found. 

The patient was about eight weeks pregnant, and there was no 
discoverable abnormality in her pelvic organs. Directions were 
given to discontinue all food and drink, and to give instead rectal 
injections of weak bicarbonate of soda solution to the extent of nine 
ounces at intervals of three hours. An ounce of castor oil was also 
ordered and a hypodermic injection of a sixth of a grain of morphia. 
It was suggested that sago water should be the first food given, 
and this not for twenty-four hours. Owing to the absence of 
skilled nursing it was evident that much difficulty would be 
experienced in carrying out these orders. From what I subse- 
quently learned I know that they were not adhered to completely. 
On the third day I received a letter from Dr. Rice stating that some 
improvement had taken place, but a few days later her condition 
became so much worse that he was compelled to resort to rectal 
feeding. A trained nurse was employed to carry out this treatment, 
and she continued it for several weeks. On September 6th the 
patient’s condition became so critical that she was sent up to a 
private home under my care. I found her aspect such as to cause 
me the gravest uneasiness and to preclude the possibility of a 
successful effort to terminate the labour. The temperature was 
subnormal, pulse 140 and thready, skin dry, conjunctiva yellow, 
lips cracked, tongue bright red, dry, and cracked, urine high 
coloured and scanty, sordes on the teeth, whilst there was incessant 
retching of blood-stained mucus. This train of symptoms I asso- 
ciate with deficiency of fluid in the blood, and accordingly rectal 
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injection of weak soda solution was ordered in the manner already 
described. Food and fluid by the mouth were discontinued; a 
full dose of castor oil and a peroxide mouth wash constituted the 
entire drug treatment. The oil was partially retained and procured 
a free movement. On the following day I thought I could discern 
a slight improvement in her condition, and retching was much less 
severe. This improvement was marked within another twenty-four 
hours. The tongue and skin had become moist, the breath less 
offensive, urine was voided in larger quantities, retching had sub- 
sided. She was ordered a small quantity of albumen water, and 
on this being found not to disagree a tablespoonful of milk was 
given. Rectal injections were continued for several days after the 
re-establishment of normal digestion. Injections given in the 
manner indicated are much less irksome than the continuous 
proctoclysis, and in most instances are quite as efficient. The pulse 
fell to normal on the fifth day, and before a week had elapsed my 
patient was eating three daily meals of the ordinary hospital diet. 
She returned to her home within a fortnight, and has since remained 
in good health, free from a recurrence of the disorder. 

I have notes of many similar cases, and I record this one 
simply to emphasise again the rational treatment of toxzemia. 

It is satisfactory to know that in Dublin, at least, the harmful 
effect of milk and other foods on pregnancy toxemia is admitted, 
but few amongst us have carried our beliefs to their logical con- 
clusions. The mere admission that food may possibly be deleterious 
is not sufficient, but we should also pursue by every means at our 
disposal the further investigation of this fact, striving to ascertain 
pe extent of its harmful influence, and the nature of the poisonous 
effects. 


The primary questions to which a reply should be sought are 
three in number : 

(1) Is the harmful effect of food due to mechanical irritation in 
a patient whose nervous centres are in a condition of extreme 
irritability ? Is it, in fact, comparable to the condition of infantile 
convulsions induced by the presence of worms? 

(2) Is it due to absorption of the ferments which result from 
decomposition of food in the intestines, or to some changed con- 
dition of the blood or lymph which results in failure to deal with 
the constituents of normal food ? 

(3) Are food poisons the direct and only cause of toxemia, or 
are they but a small addition to the already saturated system, an 
addition which can under certain circumstances induce a nerve 
storm, as can a cold blast of air induce a convulsion in a patient 
suffering from tetanus. 

The accumulation of clinical observations can alone answer these 
questions in a satisfactory manner, and it has been my endeavour 
for many years to direct attention to the importance of the following 
clinical facts : 

(1) Food irritation is not a factor in increasing symptoms of 
toxzemia of pregnancy, for croton oil has no tendency to aggravate 
symptoms. 
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(2) While toxemic exacerbations may possibly arise from 
absorption of intestinal ferment, in practice this is found to be the 
exception rather than the rule, for violent vomiting may be induced, 
or eclamptic seizures started in a few minutes after milk has been 
given, and before it could by any possibility have undergone 
fermentative change. 

The conclusion is forced on us that absorption of food particles 
during the earliest stages of their digestion are the responsible 
agents in hyperemesis and eclampsia. 

When once it is admitted that food can to some extent poison, 
he would be rash to claim a measurement of the extent of its 
influence. If it can add 1, 2, or 20 per cent. of poison to the blood, 
why is there any hesitation in accepting the conclusion that it may 
add an indefinitely greater amount? Clinical experience points to 
its undoubted harmfulness, and this experience has established the 
prevailing custom of feeding the pre-eclamptic on a whole milk 
diet—the simplest and most harmless of foods. 

I shall now consider the manner in which I conceive that food 
under certain conditions may produce untoward results. Sterile 
milk or other food stuffs, if injected directly and repeatedly into 
the blood, is apt to exercise a poisonous effect. It is said that this 
poisonous effect is due to an absence of specific antibodies, for those 
present in the blood are incapable of rendering harmless the food 
particles until they have been modified by first passing through the 
mucous surfaces of stomach or intestines. We now know that in 
early pregnancy a foreign albumen appears in the blood, and I 
suggest that the normal food antibodies are interfered with thereby. 
Thus the early sickness of pregnancy becomes understandable, it 
may be considered Nature’s effort to reject food incapable of 
proper neutralisation. It is also probably eliminatory in its effects, 
for its occurrence in the early morning will remove from the system 
the digestive excesses of the previous day. When it fails to do 
this thoroughly toxemic symptoms arise. In most instances 
tolerance to food is eventually established, but the extent of the 
failure of the food particle to unite with its anti-body is the measure 
of the severity of the toxemia. The fact that kidney inflammation 
is rarely seen in the early months of pregnancy may be due to the 
efficient eliminatory action of morning vomiting. In the worst 
cases of hyperemesis the alarmed stomach fails to discriminate 
between harmful and harmless stimuli and endeavours to reject 
everything, even the presence of spring water can no longer be 
borne, and, indeed, retching can be induced by mere suggestion. 

In a case of hyperemesis treated by me in the spring of this year 
I tried the effect of giving olive oil before food was taken. The 
treatment was based on the popular belief that oil taken before a 
meal will prevent the most unwholesome banquet and the worst 
wines from disagreeing; it is supposed to do so by preventing or 
at least lessening the rate of absorption. The patient aborted 
before any data could be obtained in respect to efficiency of the 
method. She is now again pregnant, and in no way suffers from 
untoward symptoms. She attributes her immunity to the taking 
of petroleum in the early morning, and declares if she omits to do 
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so vomiting recurs. I do not attach much importance to these 
observations, and merely mention them as a possible path of new 
research. 

There is one form of toxzemia of pregnancy which seems to be 
little influenced by food. I allude to the condition known as 
hydremia. This condition may cause very alarming symptoms 
and may kill as a result of cedema of the lungs or pericardial 
effusion. It is seen in connection with accidental hemorrhage, 
with a dead abnormal foetus or abnormal ovum. Vomiting and 
fits are neither characteristic nor common complications of the 
condition. I have seen rapid recovery follow from the mere rupture 
of the membranes, and I believe it will be found to conform closely 
with the toxemia described by Dr. Young as due to portions 
of dead placenta. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 
or from being, in a special sense, typical examples of their 
class.) 


Double Ureter Simulating a Parovarian Cyst in the 
Right Broad Ligament. 


By Cutupert Lockyer, M.D. 


THE patient from whom this curious pathological specimen was 
removed was a woman aged 63. She had been married 42 years 
and had had four children, the youngest being aged 30. 

In 1895, at the age of 43, the patient suffered from dysuria, 
menorrhagia, and bearing down pains. She became an in-patient 
at the Samaritan Hospital, where Dr. Amand Routh removed an 
intra-uterine polypus. Since the above operation the menses had 
ceased. In 1897 Dr. Routh discovered a tender, hard, movable 
body in the pouch of Douglas. It was thought to be a pedunculated 
fibroid. Two years ago the patient suffered from frequent and 
painful micturition. In November, 1912, Dr. Amand Routh 
found the right kidney enlarged and tender and suspected pyo- 
nephrosis. An examination of the urine at that time by Dr. L. A. 
Routh showed the specific gravity to be 1015; reaction acid; albu- 
men a faint trace ; sugar absent. ‘The microscopic examination of the 
centrifugalised deposit showed the presence of a small number of 
minute bacteria, a few of which presented evidence of motility. 
There were also a few pus cells present (eight seen in examination 
of two slides). No crystals or casts were detected. 

The patient was admitted into Charing Cross Hospital on 
January 22, 1913, and remained there for ten days under the care 
of Dr. T. W. Eden. On examination it was found that the right 
kidney was enlarged and tender, and a movable swelling in the 
right iliac region was noted. On vaginal examination the cervix 
uteri was healthy, not much atrophied; the uterus was small and 
anteverted: it was felt with difficulty. On the left side a fixed 
nodular swelling was felt in the utero-sacral fold. On the right 
side nothing abnormal could be made out. Examination of urine 
in the ward revealed the presence of “‘ thread-like flocculi,’’? but no 
albumen nor sugar was found. The report from the clinical 
laboratory recorded an absence of pus cells, but Bacillis coli grew 
on cultures. A vaccine was prepared, and eleven injections were 
given. The temperature during the ten days in hospital was 
nearly normal, only twice rising to 99°F. at night. 

At the end of February, 1913, Dr. L. A. Routh again examined 
the urine and found that the reaction was markedly acid. Specific 
gravity 1,016, and there was a “‘ decided cloud ”’ of albumen; also 
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Dr. CuTHBert LOCKYER’S CASE OF DOUBLE URETER. 


A.= Posterior view. B.= Anterior view. 
aa’. Bristle inserted in normal ureter which lay internal to and 
behind. 
D.U.= Dilated ureter, 


Two calculi, shown through a window cut in the wall of the 
hydroureter after hardening in preservative fluid. 
Ve. Vascular ramifications on the surface of dilated ureter. 
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a “‘ certain amount of pus.’’ Some of the pus-cells were under- 
going degeneration. A bacilluria was present. ‘The bacilli were 
mostly motile, but were not present in large numbers. Cast and 
crystals were absent. 


The patient was first seen by Dr. Lockyer in April, 1913, when 
a hard, tender lump was felt in the left fornix. The uterus was 
semi-fixed. The examination caused pain and was, therefore, 
somewhat difficult to carry out. No swelling was noted to the 
right of the uterus. By February, 1914, the lump which was known 
to exist on the left of the uterus had increased in size and was more 
tender than when felt on former occasions. A fresh symptom had 
developed, viz., uterine haemorrhage, which continued for five 
days. Dr. Lockyer advised operation, and the patient then 
consulted Dr. Arthur Giles, who concurred, and expressed the 
opinion that the lump was a subperitoneal fibroid associated perhaps 
with commencing uterine carcinoma. ‘The operation was performed 
on April 1, 1914. A hard calcareous tumour was found lying in 
the floor of the pelvis adherent to the rectum and to the back of 
the left broad ligament. It had the size and shape of a Jargonelle 
pear. Above it, but quite separate and distinct, was a solid ovarian 
tumour lying in the normal ovarian situation. This tumour 
measured 5cm. by 3.75cm, by 3cm. The outer surface was 
smooth but markedly lobulated ; it was regarded as a small fibroma. 
These structures, together with the uterus, were removed. On the 
right side the broad ligament was filled by what appeared to be a 
parovarian cyst. On opening up the peritoneum to dissect the 
cyst, the latter was found to possess a limb which ran above the 
pelvic brim; upon tracing this up underneath the peritoneum of 
the posterior abdominal wall, it was soon discovered to reach the 
pelvis of the right kidney. Having regard to the fact that a 
panhysterectomy had already been performed, and an adherent 
tumour had been dissected from the rectum, it was thought best 
not to remove the right kidney. The cystic ureter (hydro-ureter) 
was therefore clamped above near the renal pelvis, and below near 
its entrance into the bladder. Ligatures were applied beyond the 
clamps at the proximal and distant ends, and the ureter was removed 
with the clamps in situ, After all raw surfaces had been covered by 
peritoneum the abdomen was closed in layers. The fluid in the 
ureter was turbid and offensive ; in fact it was typical stagnant septic 
urine. At the bottom of the enlarged ureter were two calculi, 
which explained the obstruction that had caused the cystic enlarge- 
ment. The duct was twisted upon itself at the junction of the 
lower with the middle third, and on its inner and posterior aspect 
was a second duct of the size of a normal ureter (see Figure), 
This was subsequently proved by microscopic examination to have 
the structure of a normal ureter. 


It may be mentioned that the large dilated duct gave distinct 
vermicular movement on being stroked with the handle of the 
scalpel, and it also showed the delicate tracery of veins so charac- 
teristic of a ureter. Its true nature was obvious, therefore, as soon 
as the dissection for its removal was carried above the brim of the 
pelvis. The diameter of the dilated duct measured nearly 3 cm. 
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Owing to the fact that it was doubled upon itself in that part 
which lay in the right broad ligament, the dilated duct presented 
in that position as a cyst of the size of an orange. The dimensions 
as shown in the drawing, do not convey an accurate impression of 
the findings at the operation, because it was not possible to inflate 
the tube to its original size after the contents had escaped. 

As already stated, the contents were septic; it was therefore not 
altogether surprising that six weeks after operation a perinephric 
abscess developed. This was opened in the loin on May 25, 1914, 
after which the patient made a good recovery. 

The tumour adherent to the floor of the pelvis, to the left broad 
ligament and to the rectum, proved to be a calcareous fibromyoma. 
Its shape suggested that it once had a pedunculated attachment 
to the uterus. 

The ovarian tumour, which was regarded at the operation as a 
fibroma, proved to be a malignant growth of considerable histo- 
logical interest, so much so, that its description will be deferred 
and be made the subject of a later communication. 

The source of the uterine haemorrhage was two fundal 
myomatous polypi and general polypoidal hyperplasia of the 
endometrium. The corpus uteri showed no evidence of malig- 
nancy. 

Dr. AmAND Routn added the following notes to the remarks 
made by Dr. Cuthbert Lockyer: ‘‘ He first saw the patient in 1895 
and removed a mucous polypus. She then complained of burning 
pain on micturition and pain on defecation. In 1897 the patient 
was found to have a hard, tender, movable body in the pouch of 
Douglas. It was thought to be a pedunculated fibroid. In 1899 
there were several sharp, sudden pyrexial attacks accompanied by 
acute pain. On examination the right kidney was loose and large; 
there was some tenderness over the region of the appendix. The 
uterus was fixed by a hard tender mass, which obscured the lump 
felt in 1897; it was thought to be an inflammatory exudation. Dr. 
Routh again saw the patient in November, 1912. She complained 
of constant sacral pain, dyschesia, and dysuria. The right kidney 
was large, mobile, and very tender. The uterus was still fixed. 
In January, 1913, the patient was sent to Charing Cross Hospital, 
where Dr. Eden found a coli infection of the urine and ordered 
vaccine treatment. Evidence of tuberculosis was found in the 
lungs.”’ 
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Case of Myomectomy During Pregnancy. 
By Mires H. (Sheffield), 


THE patient was 32 years old. Her first child had been born 
fifteen months ago. She was first seen, for retention of urine, on 
November 18, 1914. There had been increased frequency and 
difficulty with micturition for a week. For twenty-four hours 
there had been complete retention. The last menstrual period had 
occurred on September 16th and 17th. 

The bladder was distended to two inches above the umbilicus. 
Three pints of urine were drawn off. The pouch of Douglas was 
filled by a rounded swelling, considerably larger than a pregnant 
uterus at two months. It could not be ‘‘ replaced,”’ so the patient 
was admitted to hospital. She was kept in the semi-prone posture, 
and the catheter was passed eight-hourly. Two days later it was 
still impossible to displace the swelling completely, so an examina- 
tion under anesthesia was made. 

The mass was then felt to be bilobed, suggesting at first a 
bicornute uterus with one horn retroverted and adherent and the 
other pregnant and movable, but finally it was decided that the 
swelling on the right was a fibroid closely attached to the pregnant 
uterus. The uterus was easily pushed into its normal position, 
and a rubber ring pessary was inserted. The uterus was of about 
the size of the two months’ pregnant organ, 

As the patient was now able to empty the bladder she was 
allowed to go home in the hope that the fibroid would not require 
further consideration until labour occurred. 

On December 1 she was readmitted, again unable to empty the 
bladder, which was found to contain two pints. 

On vaginal examination the cervix was difficult to reach, lying 
behind the top of the symphysis. The tumour in the pelvis was 
considerably larger than it had been two weeks previously. 

On December 8 the abdomen was opened. The uterus was 
enlarged to the size of a two months’ gestation. It was displaced 
upwards and to the left. The right broad ligament was occupied 
by an ovoid elastic tumour, which bulged the posterior layer of the 
broad ligament and rose to a rounded knob behind the right 
appendages. 

The peritoneum was split over its posterior aspect and the upper 
portion of the tumour easily enucleated. Then, by splitting its 
dense capsule, the lower and larger portion of the tumour was 
shelled out and removed. In this way the greatly enlarged vessels 
in the broad ligament were avoided. 

The excess of capsule was clipped away and the cavity at its 
base closed by mattress sutures of catgut. The oozing from the 
inner surface was thus easily stopped. Finally the peritoneum of 
the broad ligament was reunited. 

The fibroid had arisen from the supravaginal cervix on its 
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posterior and right lateral aspects. Its lower pole had rapidly 
increased in size, chiefly in a downward direction, and had pushed 
up the cervix and attached bladder, thus causing retention of urine. 

The fibroid measured 6 by 4 by 3 inches; it was very vascular 
and oedematous. 

Two weeks later an ovum, no larger than that of a two months’ 
gestation, was expelled. It had evidently died at about the time 
of the original attack of retention of urine. Recovery was quite 
straightforward. 


Case of Foetal Death from Rupture of Velamentous 
Vessels. 


By Mires H. (Sheffield). 


THE patient was a primipara. Labour commenced two or three 
weeks before full time. The first stage was very tedious, and the 
doctor in attendance ruptured the membranes before the cervix was 
quite fully dilated. The pains quickly increased in severity, and 
ten minutes later free bleeding occurred for the first time. The 
doctor suspected placenta praevia. As the patient was his partner’s 
wife he asked me to see her. This I did twenty minutes later. 

Though tired and anxious the patient’s condition was good and 
did not suggest any considerable loss of blood. Abdominal 
examination showed that the head was low in the pelvis, in the 
first vertex position, but no foetal heart sounds could be heard. 
There was blood on the vulva and in the vagina, but the head 
was too low to enable me to reach the cervix, and there was no 
placenta to be felt. The husband was told that the child appeared 
to be dead and that the mother was not in any special danger. 
The source of the bleeding was suspected to be the cervix, torn by 
the sudden increase in the uterine action which followed rupture 
of the membranes. With forceps the delivery was easily termi- 
nated. The child was blanched and dead. It was well developed 
for the period of gestation. Normal delivery of the placenta 
followed, and there was only slight bleeding. 

The placenta was velamentous, and it must have been slightly 
previal, as the small hole in the membranes extended to the 
placenta margin. The vessels of the cord separated about one and 
a half inches from the edge of the placenta. One artery, with an 
accompanying branch of the vein, took the shortest course to the 
placenta. These vessels were not affected. The other artery, also 
accompanied more or less closely by a branch of the vein, took a 
course of six inches across the membranes. The vein was throm- 
bosed and the artery ruptured. A third, large branch of the vein 
took an intermediate course; it also was thrombosed. 
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Acute Intestinal Obstruction following a Septic 
Miscarriage. 


By W. FLetcHer SHaw, M.D. (Manchester). 


I was called to see this patient 19 days after a five months’ 
miscarriage, as symptoms of acute intestinal obstruction had 
developed. The patient was 33 years old and had had four previous 
pregnancies. Three days after the miscarriage the temperature 
suddenly rose, but fell after the doctor emptied the uterus with a 
blunt curette ; two days later the temperature again rose, and intra- 
uterine antiseptic douching was given on several days, the 
temperature gradually subsiding. During the day on which I was 
called in the patient had much abdominal pain and distention ; 
her bowels had not been moved for 48 hours and withstood all 
efforts to open them; sickness had commenced, and I was told had 
become fzecal in character, but this had been thrown away before 
my arrival. Being a little doubtful of there being true obstruction, 
this being extremely rare compared with intestinal paralysis 
following sepsis, | decided to remove the patient to hospital and 
have enemata administered with a long tube. Ten hours later I 
was summoned to the hospital as there was now definite faecal 
vomiting, and peristaltic waves could be seen through the 
abdominal wall. The abdomen was opened in the middle line and 
a large hard mass of glands found about the sacral promontory, io 
which a loop of small intestine was adherent. The intestine was 
easily removed with little damage to its coat, and flatus immediately 
passed along the intestine. The patient now was very well for 
four days, when her temperature again rose, accompanied by a 
very rapid pulse and fluid in the abdomen. The patient soon 
became collapsed, so the abdomen was rapidly opened and a large 
quantity of pus evacuated. A large drainage tube was inserted 
and the wound closed by a few through and through silkworm 
gut sutures, no time being available for more than this as the 
patient was practically dead. She was removed to a ward, and 
salines and stimulants administered. As she showed no sign of 
rallying and only breathed in occasional gasps, as happens in the 
last extremity, I left and told her friends she would be dead in a 
few minutes. Much to my surprise, when I called the next morning 
I found the patient comparatively well, and from this time she had 
no relapse and left the hospital quite well six weeks after the 
operation. I have never seen a patient recover when so near death, 
and can only ascribe the happy result to the perseverance of the 
residents, Dr. Bride and Dr. Moritz, who continued ,salines and 
stimulants for several hours, the stimulant they specially used being 
a mixture of one part of camphor, three parts ether, and five parts 
olive oil, injected subcutaneously in dram doses every half hour. 
Apart from the wonderful recovery when so near death, the 
interest in the case lies in the cause of the enlarged mass of glands, 
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to which the intestine was adherent, and the general peritonitis. 
My own opinion was that the glands were septic from the septic 
uterus, and this opinion was strengthened by the supervention of 
general peritonitis. Against this is the fact that we could detect 
no softening of the glands, and that the patient recovered so 
remarkably from the peritonitis. Another explanation would be 
that the glands were tubercular and the peritonitis was due to 
damage of the gut wall in separating it. Against this view is the 
fact that the intestinal adhesion was not firm and the gut was 
easily separated with very little damage, so little that it was not 
considered necessary to insert any sutures in the gut wall. 
Unfortunately, no smear was taken at the time of the operation, 
the patient’s condition being so serious that no time could be 
afforded even for this, and towards the end of the operation it 
seemed certain that we should examine the glands post-mortem. 
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On a Multilocular Cystic Tumour of the Uterus. 


By Joun BENJAMIN HE M.D. (Lond.). 


Professor of Obstetrics in the University of Leeds; Honorary 
Obstetric Physician to the Leeds General Infirmary, 


THE remarkable specimen here described was removed by abdominal 
hysterectomy from a iv-para of 46, who before operation had been 
supposed to be suffering from very ordinary fibromyoma. It was 
first noticed by the patient in May, 1913, when she had an attack 
of abdominal pain with difficulty in micturition. This was relieved 
by medicine. The swelling grew in size, but there was no difficulty 
in micturition till May, 1914, when there was a second attack like 
the first. Eight weeks later the difficulty recurred. Until two 
years ago she menstruated regularly for three days every month; 
since then the periods have been irregular, the interval sometimes 
being as long as eight or nine weeks, followed by continuous loss 
for two or three weeks. She was admitted into the Leeds Infirmary 
on July 23, 1914, The uterus was found to be enlarged to about 
the size of a 44 months pregnancy, the tumour lying partly in the 
pelvis and partly above the brim. Her general condition was fairly 
good. 

Supravaginal hysterectomy was performed on August Ist, and 
was a very easy operation, The right ovary was the size of a 
hen’s egg, being cystic, and was removed; the other ovary was 
not removed. She made an excellent recovery. When the patho- 
logist reported that the tumour might possibly be malignant, the 
cervical stump was removed at a second operation by vaginal 
section, and quick recovery followed. 

On section the tumour was found to consist of a multilocular 
cyst, as shown in the accompanying drawing. It will be noticed 
that it is not a case of a small cavity in a large and otherwise solid 
tumour, but that the solid portion is relatively scanty and the 
cysts the predominating feature in the structure of the tumour. 

The following report is by Dr. Matthew J. Stewart, Clinical 
Pathologist to the Leeds Infirmary :— 

Description of Specimen. Externally the uterus presents an 
almost uniform globular enlargement, involving chiefly, however, 
the anterior portion; in the fresh state it measures about seven 
inches in diameter. On section the anterior wall of the uterus is 
found to be the seat of a large multilocular cyst filled with clear 
serous fluid, while the posterior wall shows no evident pathological 
change. The outer wall of the cyst varies in thickness from one- 
sixteenth of an inch at its upper and anterior pole to nearly an 
inch where it joins the uterine body. The cyst is divided up by 
very thin septa into a few loculi of large size, all with a perfectly 
smooth lining. There are no papillary ingrowths anywhere. 

Histology. A section through the wall of the cyst shows, 
externally, a narrow layer of thinned-out myometrium ; internally, 
a broad zone of cellular new growth. The former is the seat of 
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very considerable fibrosis, and is markedly stretched out and com- 
pressed ; the latter is composed of active, very cellular spindle-celled 
tissue in strands and whorls, and is sharply differentiated from the 
outer zone of uterine muscle. The innermost layer of growth is 
loose and oedematous, and is separated from the interior of the 
cyst merely by a very thin layer of fibrous tissue. There is no 
epithelial or endothelial lining of any sort. The septa of the cyst 
are also composed of this oedematous spindle-celled tumour tissue, 
and are clothed on either side by the same thin fibrous layer. 

It is difficult to be certain as to the true nature of this tumour. 
Clearly it is either a very cellular leiomyoma or a _ spindle-cell 
sarcoma of low malignancy. The great bulk of the cells have the 
typical characters of unstriped muscle cells, with long rod-like 
nuclei, but a considerable number are irregular, with oval, round, 
or polymorphous nuclei, suggestive of commencing malignancy. 
Mitotic figures, however, are few and far between. The cystic 
change is clearly secondary and degenerative in nature. 

It will be interesting to observe the further history of this case. 


Drawing to illustrate Dr, Hellier’s case of Multilocular Cystic 
Tumour of the Uterus. 
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Microscopic section of above. 
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A Case of Hydrometra.* 


By Mites H. PHILLIPs, 
Surgeon, Jessop Hospital for Women, Sheffield. 


THE patient, aged 54 years, gave a history of acute abdominal pain, 
on the right side only, for four days. She had been in bed for 
three days; there had been no sickness. Her medical attendant 
found the temperature and pulse rate raised. The patient said 
that it was the worst of ‘‘ many such attacks.’’ The previous one 
had occurred two weeks before. She had been married 30 years 
and had never been pregnant. The menstrual history was peculiar. 
She stated that she had never ‘‘ had proper periods ’’—never 
blood-stained, only a brown slimy discharge lasting two days every 
two or three weeks. These started at 18 and ceased several years 
ago. For the first 12 or 13 years the discharge was accompanied 
by ‘‘ terrible abdominal pain with vomiting,’ lasting three or 
four days. These pains ceased 13 years ago. The patient first 
felt an abdominal swelling two years ago. It had steadily increased 
in size since. 

When I saw her on the fifth day of her illness the pain had 
ceased, The pulse rate was 88 and the temperature 99°F. I found 
the abdomen enlarged by a smooth elastic swelling of about the 
size of a seven months pregnancy. It was acutely tender over one 
small area only, just to the right of and below the navel. On 
vaginal examination I found a small portio with a slightly patulous 
external os. The lower pole of the abdominal cyst could be felt 
in the upper part of the pelvis. I agreed with the diagnosis of an 
ovarian cyst with torsion of the pedicle. 

Operation. Two days later, on opening the abdomen, a very 
thin great omentum was found covering the front of the tumour 
and adherent to the abdominal wall at the level of the pelvic brim. 
It was torn through and removed in segments, exposing a reddish- 
brown cystic tumour, obviously uterine. The diagnosis was 
changed to that of cystic fibroids. On the right side was an ovoid 
cyst the size of a large hen’s egg, of purplish colour, and attached 
by a short pedicle, which was twisted, just below the right round 
ligament. It was clamped and removed and found to be a blood 
cyst of the ovary. Then the round and infundibulo-pelvic liga- 
ments were clamped, an anterior peritoneal flap turned down, and 
the whole mass easily shelled out of the broad ligaments and 
removed by cutting across the supravaginal cervix. The cervical 
stump was small, but its canal was patulous, easily admitting a 
large artery forceps. The left ovary was atrophic and was removed 
with its tube. The patient made a very easy recovery. 

The Specimen. The tumour was the size and shape of a seven 
months pregant uterus (measuring 20 by 18 by 16cm. after 


* Read before the November meeting of the North of England Obstetrical 
and Gynecological Society. . 
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hardening). Though no fibroid could be seen or felt on its surface, 
I still looked on it as a cystic fibroid. The short upper end of the 
cervix showed a patent canal, but a probe could not be passed 
upwards more than two or three millimetres. After being only 
two days in fixing solution the tumour was incised, when several 
pints of thin yellowish limpid fluid escaped. Unfortunately it 
was not possible to collect any of this fluid for analysis. The sac 
was unilocular with a pearly white lining, smooth save for two 
crescentic ridges corresponding to the points of origin of the 
Fallopian tubes. The wall was very thin, especially at the fundus, 
where it was no thicker than writing paper and quite translucent. 
No communication could be found even with a fine probe between 
the large sac and the small cavity in the upper part of the cervix. 
The symmetry of the cyst, and the relationships of the cervix, 
round ligaments, ovaries and tubes to it, proved that it is a 
retention cyst of the uterus—an unusually large hydrometra. 

Microscopical Examination. Cyst wall shows a laminated 
fibro-muscular structure, with occasional small hemorrhages. The 
lining consists of a layer of tall columnar epithelium, usually in 
one layer, and often with the goblet appearance of a cell which is 
actively secreting. No glandular areas were seen in the portion 
examined. 

Cervix. The cervical stump was split longitudinally and 
removed with a portion of the contiguous cyst wall. It was cut 
in serial sections. Cervical glands and epithelium lined the lower 
three-quarters of this portion, whilst the upper part consisted of 
fibrous tissue only, in the form of a narrow septum, which lay in 
immediate contact with the muscular wall of the uterine sac. This 
septum has not the histological characters of an inflammatory band, 
nor is there anything in the patient’s history to suggest that it 
was of inflammatory origin, i.c., no history of genital inflammation 
in childhood or of the use of caustic or cautery in later life. There 
was no new growth of the cervix nor of the body of the uterus. 
It therefore appears most probable that the atresia was of congenital 
origin, 
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Hydrometra with Atresia of Cervix. Also smali Ovarian Blood-cyst 
with Twisted Pedicle. 
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Double Uterus with Right Pyocolpos. 
By W. E. (Manchester). 


THIS case presented a nice diagnostic problem. The patient was 
a healthy looking virgin, about 22 years of age, with a normal 
menstrual history. She complained of pelvic pain of some days’ 
duration, and her pulse and temperature indicated the presence of 
pus. Bimanual and _ recto-vaginal examination revealed the 
presence of two masses in the pelvis—one to the left, one to 
the right of the middle line. These were solid to the touch. 
Below the mass on the right a more cystic swelling extended 
downward more than most intra-pelvic structures do. Its position 
was para-vaginal as well as para-metric. The presence of signs of 
suppuration indicated that the condition was an infective one, and 
this led to the idea that the solid mass on the right must be a 
tubo-ovarian inflammatory structure. The mass on the left, being 
continuous with the cervix, was regarded as the corpus uteri. The 
abdomen was therefore opened. It was then seen that both the 
lateral masses were uterine bodies. They were equal in size and 
each had a healthy tube and a healthy ovary. There was no trace 
of any inflammatory lesion to be found. The abdomen was closed. 
It was now realised that the patient’s pelvis afforded an example 
of developmental doubling, and that the infective process which 
was clearly present must be a secondary and not a primary condi- 
tion. If the uterus was double perhaps the vagina was also 
double. Suppuration of retained menstrual fluid in one half of a 
double vagina would explain the condition. The patient was, 
therefore, put in the lithotomy posture, and the vaginal wall was 
incised on the right side. A quantity of pus escaped from a second 
vagina of ordinary capacity at whose vault a normal cervix was felt. 
The newly made orifice of the right vagina was trimmed and 
stitched to control bleeding with a few catgut sutures. The septum 
was not removed. 

No bacteriological examination was made, but the odour of the 
pus suggested that the infecting organism was bacterium coli. 
The source of infection was doubtless the blood stream. As the 
pulse and temperature were disturbed the organism was probably 
active at the time of operation. Therefore, it was considered that 
the removal of the septum would expose the patient to a considerable 
risk of pelvic cellulitis. _ Nor, indeed, was further interference 
considered necessary, as both the vagine were of good size and 
the presence of the septum was not likely to present any obstacle to 
parturition. 

The question remains, could this primary developmental error 
and the super-imposed infective condition have been diagnosed 
without opening the abdomen? The writer considers that if this 
had been accomplished it would have been more by good luck than 
by good guidance. 
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Three Cases of Rupture of the Pregnant Uterus 
through the Scar ofa former Czesarean Section.* 


I. By W. K. Watts, M.B. (Manchester). 


THIS patient was a dwarf, aged 30 years, who has had Cesarean 
section performed on three occasions at St. Mary’s Hospital, the 
last in October 1913. On November 23, 1914, when seven months’ 
pregnant, she had sudden severe pains in the abdomen and back, 
followed by severe sickness. An hour later she was brought into 
St. Mary’s Hospital in a collapsed condition, suffering with severe 
pain in the back, the pulse was weak and 100 per minute, she was 
cold and restless, and the temperature was subnormal, the 
abdominal wall lax, but showed some general distension, and there 
was dulness in the left flank, and the uterus was about the size of 
a seven months pregnant one, very tender, and the cervix closed. 

An hour after admission the abdomen was opened and the 
peritoneal cavity found to be full of blood which was oozing 
through the old Cesarean section scar in the uterus. The placenta 
was attached anteriorly and could be plainly seen through the 
spongy scar tissue. 

Supravaginal hysterectomy was rapidly performed, but the 
patient did not rally from the shock, and died the same evening. 


II. By W. K. Watts, M.B. (Manchester). 


This patient had had one previous Czesarean section and had 
made arrangements to have another performed in about ten days’ 
time when symptoms of accidental hemorrhage commenced. As 
the contraction of the pelvis necessitated Czesarean section in any 
event, it was decided to do it straight away. The abdomen was 
opened and the uterus exposed, and it was then seen that the old 
Czesarean scar was long, wide, and very thin, and from the lower 
end of it blood was oozing. This haemorrhage may have been 
due to the accidental hemorrhage or to the fact that the scar may 
have been about to give way, as in the case above recorded. A 
dead child was delivered through the uterine incision and the uterus 
removed by supra-vaginal hysterectomy. 

Microscopical sections of the whole uterine wall do not show any 
degeneration to account for this weak scar. Neither the fibrous 
nor elastic tissues are increased in amount, nor is any other histo- 
logical change to be noted. 


III. By Ww. FLetcHer SHAw, M.D. (Manchester). 


The patient had had one child by Cesarean section twenty 
months previously and was within a week of full time pregnancy, 
for which she was again to have Cesarean section, when she 


* Read before the January meeting of the North of England Obstetrical 
and Gynecological Society. 
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commenced with sudden very severe abdominal pain while in bed 
in the middle of the night. In spite of the great pain she walked 
down to the hospital six hours later, arriving in a collapsed con- 
dition, with a feeble rapid pulse and subnormal temperature, and 
still complaining of the severe pain in the lower part of the 
abdomen. On palpation a uterus about full term pregnancy was 
felt which was excessively tender in the middle line from the pubes 
to the umbilicus, but not above this point. From the collapsed 
condition and the localised pain a diagnosis of rupture of the old 
Czesarean scar was made, and this proved to be correct when the 
abdomen was opened a little time later. The whole of the old 
scar had completely opened up and was blocked by the placenta 
which was adherent all round it. A large quantity of blood was 
found in the abdominal cavity, but the contraction of the uterus 
must have kept good control over the vessels, as the operation took 
place seven hours after the commencement of the pain and still 
the amount of blood in the abdominal cavity was not so much as 
often occurs with a ruptured ectopic gestation. The dead child 
was delivered through the opening in the uterus without any 
necessity to further enlarge it, and the uterus was removed by 
supravaginal hysterectomy, as it was felt the woman should not 
be exposed to the risk of another pregnancy. The patient made a 
good recovery. 

Microscopical sections of the uterine wall show that the amount 
of fibrous and elastic tissues is increased in amount, but not in 
such great proportions as often occurs in women with subinvolution, 
and it does not seem to be enough to account for the accident. 
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Marsupialisation of Degenerated and Infected 
Fibroid.* 


By W. E. Foruercity, (Manchester). 


IT is very unusual for a modern operator to find a fibroid whose 
adhesions and relations are such that it cannot be completely 
removed. ‘The writer has met with two cases of this kind, the first 
in 1899 and the second in 1914. The recent case was that of 
Mrs. E.B., aged 60, who was admitted to a medical ward in the 
Manchester Royal Infirmary on December 4, 1914, complaining of 
abdominal pain and tenderness accompanied by rapid enlargement 
of about two weeks’ duration. There was hemorrhage from the 
bowel and also from the vagina. The patient had seen no vaginal 
discharge since the menopause was reached ten years previously. 
The symptoms were accompanied by consibisible constitutional 
disturbance, with irregularity of temperature and pulse rate. The 
physical signs were those of a uterine fibroid as large as a pregnant 
uterus at term, and a portion of the tumour occupied the pouch 
of Douglas. The consistency of the mass was that of a tense cyst 
rather than that of a solid. The umbilicus was raised far above 
the pubes, indicating that the growth had long been adherent to 
the anterior abdominal wall. On opening the abdomen dense 
universal adhesions were found. When the tumour was incised a 
quantity of dark blood-stained fluid shot out with considerable 
force, followed by masses of the solid and semi-solid debris with 
which we are familiar in degenerated and infected fibroids. The 
whole of the fibroid was scraped away by hand, leaving a capsule 
about 4 inch in thickness. This was stitched to a portion of the 
abdominal incision, the rest of the wound being closed. The 
cavity was packed with gauze, which was removed and replaced 
by a smaller quantity 48 hours later. The patient’s general con- 
dition quickly became normal, and the cavity was reduced to a 
small sinus within a couple of weeks. At the end of five weeks, 
however, this sinus remains unhealed, and the writer wishes that 
he had been able to establish an opening into the vagina in order 
to provide double drainage. This was done in the earlier case, 
notes of which follow :— 

Mrs. R. married at the age of 21, but had no pregnancy. 
Menstruation was normal up to the age of 33, when it ceased 
suddenly. Two years later, in August, 1899, when she was 35 
years of age, the writer saw her for pressure symptoms due to a 
fibroid of symmetrical shape, which reached one inch above the 
umbilicus and appeared to be undergoing cystic degeneration near 
its upper pole. Operation was refused. The tumour grew to the 
size of an eight months pregnant uterus, the patient remained very 
ill and displayed symptoms and signs of tubercular phthisis, from 
which her domestic servant was also suffering. 


* Read before the January meeting of the North of England Obstetrical 
and Gynecological Society. 
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In April, 1900, the umbilicus broke down and emitted quantities 
of pus, like that from a tubercular lesion. This continued to flow, 
and its quantity was estimated by the patient at a pint a day. The 
patient, whose normal weight was 9 stone, became so thin that 
she weighed 5 stone 5? 1b. only on June 25, 1900, when she came 
into the Northern Hospital. On July 14 the abdominal wall was 
incised, and the tumour, which was universally adherent, was freely 
laid open. The degenerated myoma was scraped away from its 
capsule by hand until a mere shell was left. The cervix was felt, 
but its canal was not discovered, and a drainage hole was made 
into the vagina. A large drainage tube was inserted, so that one 
end of it lay in the vagina while the other end projected through 
the abdominal wound. On July 30 the drain tube was cut in half, 
and its vaginal portion was dispensed with. On August 10 the 
upper portion of the tube was removed. There was then albumen 
in the urine, and the temperature remained irregular, but the 
patient was gaining weight. By March, 1go1, she had gained 4 
stone and was quite well. She is now (December, 1914) fat an 
well. Though tubercle bacilli were not demonstrated in the pus 
which flowed from the umbilicus, there was no doubt that the 
patient was at the time of her illness the subject of tubercular 
infection. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY, 
Meeting held Thursday, December 3rd, 1914. 
The President (Dr. W. S. A. GrirrirH) in the Chair. 


SPECIMENS, 

Mr. CuirrorD Wuitr showed (1) an ovarian tumour which had been 
infected with tubercle; (2) a case of interstitial tuberculous salpingitis, in 
which tubercle bacilli were found in a small intra-mural abscess. 

Remarks by the PRESIDENT, Dr. STEVENS, and Dr. ‘TATE. 

Dr. MAGNAUGHTON JONES demonstrated a myomatous uterus containing 
large numbers of intra-mural and submucous growths. The tumour was 
removed from a patient, et. 47. The tumour weighed 1 1b. 10z. The 
nuclei varied in size from that of a small egg to a pea. There were three 
larger intra-uterine growths, two in the fundal cavity, and a cervical 
polypus. Altogether, in this comparatively small sized tumour, there were 
from thirty to forty growths, subserous, in the cavity and in the wall. 
The uterine surface was studded over with them, and its wall was a mass 
of nuclei. It was noteworthy that the patient sought advice rather for 
other symptoms than pelvic ones. Only for the past year had she suffered 
from menorrhagia. Multiple tumours were very common, but he had never 
seen one just like this. 

They would see on the screen a giant myoma that some years back he 
had removed from a patient approaching her sixtieth year. In this there 
was some hundred small growths, and, curiously enough, he removed some 
years afterwards a multiple myoma, which he also showed, from her 
daughter. This was one mass of nuclei. 

Dr. TREVOR B. Davigs recorded two cases : 

(1) SARCOMA OF THE CERVIX UTERI. 
(2) SARCOMA OF THE BROAD LIGAMENT. 

Sarcoma of the Cervix. The patient was under the care of Dr. T. G. 
Stevens. She was a single woman, et. 29. There had been vaginal 
bleeding for three weeks. ‘The menstrual periods were quite regular every 
28 days, lasting four to seven days. Examination per vaginam revealed 
a soft, smooth, rounded, bleeding tumour growing from the anterior lip 
of the cervix and filling the upper part of the vagina. The uterine body 
was normal in size and position. A hysterectomy was performed, the 
vagina being divided well below the growth. The pathological report 
stated that the tumour was roughly spherical and covered by a smooth 
necrotic surface, and in the recent state it measured two inches in diameter. 
Microscopically the appearances were those of a spindle-celled sarcoma. 
The stroma was scanty and the blood-vessels had very thin walls. 

Sarcoma of the Broad Ligament. The patient was under the care of 
Mr. Drew. She was aged 51, married, two children. Menopause 14 years 
ago. Complaint: Pain in the right side of the lower abdomen running 
through to the back. In March, 1910, Mr. Drew removed an inflamed 
appendix vermiformis. Examination showed the appendix scar to be 
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tender, and the right kidney freely mobile. Per vaginam: To the right 
of the cervix lay a hard, fixed mass the size of a walnut, which bulged 
down into the vaginal roof. The uterus was normal in size and position 
and quite separate from the mass. 

Operation : A hard swelling the size of a duck’s egg was found between 
the layers of the right broad ligament. It was shelled out with the finger 
and the broad ligament closed. In less than three weeks another fixed 
mass was felt in the same position. 

Pathological Report: The tumour was about the size of a Tangerine 
orange, with a small mass the size of a large cherry projecting from its 
upper part. The tumour was pale in colour and fairly firm in consistence. 
Its surface was somewhat nodular. In section the surface was pale; there 
were no hemorrhages and no vessels were seen. Microscopically, the 
growth was a typical spindle-celled sarcoma composed of large spindle-cells 
arranged in bundles without any fibrous stroma, but with numerous thin- 
walled blood-vessels. 

Remarks by Mr. Drew, Dr. Stevens, Dr. EpEN, and Dr. SPENCER. 

Dr. Husert Roperts showed a case of pyometra and cancer of the 
cervix. The specimen was removed from a patient, at. 62, who had had 
seven children and two abortions. Menopause 17 years ago. History of 
severe haemorrhage three months before admission, and also gushes of 
putrid fluid accompanied by severe colicky pains. The cervix revealed no 
ulceration nor new growth. The uterine body was enlarged, soft and 
mobile. During the operation of hysterectomy the vagina ruptured and 
foul material escaped into the pelvis. The lower part of the abdominal 
wound became infected, but the patient subsequently did well. The speci- 
men showed a tubular solid growth of the whole of the cervix, which 
extended from the portio vaginalis to the os internum, and was densely 
hard. The cavity of the uterus was distended with purulent débris. The 
growth was a squamous-celled epithelioma: An illustration accompanied 
the communication. 


Remarks by the Presipent, Dr. Tate, Dr. Rouru, Dr. Biacker, Dr. 
and Dr. STEVENS. 

Dr. CutHperRT LOCKYER showed a case of double ureter which simulated 
a parovarian cyst of the right broad ligament. The specimen was obtained 
from a patient, act. 63, in whom Dr. Routh had noticed an enlarged and 
tender right kidney for two years previously. Pyonephrosis had been 
suspected. There was coli bacilluria, for which many injections of auto- 
genous vaccine had been given without improvement. There was a hard, 
tender, solid lump to be felt in the left posterior quadrant of the pelvis. In 
March, 1914, the patient began to lose blood from the uterus. As the 
menopause occurred 20 years previously at the age of 43 years, this latter 
symptom raised the question of malignancy starting in the body of the 
uterus. At the operation the hard body to the left of the uterus proved to 
be an isolated calcareous myoma adherent to the rectum and to the back 
of the left broad ligament; its shape suggested that it originally had a 
pedunculated attachment to the uterus. Above this independent growth, 
but quite separate and distinct, lay a solid tumour of the ovary, which 
proved to be malignant. The uterus together with tumours above men- 
tioned were removed. The right broad ligament contained a cystic swelling 
of the size of an orange. This proved to be a dilated ureter twisted upon 
itself. In size it corresponded to a distended coil of small intestine. This 
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hydro-ureter was removed ; the corresponding kidney was left in situ. The 
contents of the ureter were found after operation to be two calculi (blocking 
the lower twisted portion) and foul stagnant urine. Six weeks later a 
perinephric abscess was opened, since when the kidney has given no 
trouble. The cause of the uterine haemorrhage was two myomatous polypi 
and endometrial hyperplasia. The uterus was not malignant. 

Remarks by Dr. Routu and Dr. EpeEn. 

Dr. HERBERT SPENCER read a short communication on a 

Cask OF EXTENSIVE CANCER OF THE CERVIX WITH PYOSALPINX, 
WELL SEVEN YEARS AFTER WERTHEIM’S HysTERECTOMY. 

The patient was aged 28. She had been examined by an obstetric 
physician in a general hospital in London, who advised her to go into the 
cancer ward of the institution, as no operation could be done. The cervix 
was occupied by a large ulcerated growth as big as a small apple, which 
distended the vagina. The uterus was fixed by thickening in the left broad 
ligament, and the left sacro-uterine ligament; the thickening was not 
nodular. Operation was performed at University College Hospital on 
February 16th, 1907. The cervical growth was first curetted and cauterised, 
and several protruding masses were cut off with scissors. A solution of 
formalin (10 per cent.) was then applied. The operation was rendered 
difficult owing to the presence of bilateral pus tubes, which were adherent 
to the pelvis and rectum. ‘The separation of the left ureter was also difficult. 
No glands were removed. A small abdominal drain was used. Urine 
escaped by the abdominal drainage tube for a few days, and afterwards by 
the vagina. The patient recovered and left for Canada where a vesical 
fistula was found and closed by Dr. Marlow, of Toronto. Dr. Spencer , 
examined the patient every year for four years after operation and found 
no recurrence. Ina letter from Canada dated March 24th, 1914, the patient 
reported herself as in the best of health. An illustration of the growth 
accompanied the paper. i 

Remarks by the PresipENt and Mr. Drew. Reply by Dr. SPENCER. 

Dr. HERBERT SPENCER did not think Wertheim’s operation was as good 
as vaginal hysterectomy with the cautery for early cases of squamous 
carcinoma of the portio; but for extensive growths and for adeno-carcinoma 
it was much better. 

Mr. TuHos. G. STEVENS read a short communication on 

Two CaAsEs OF HySTERECTOMY FOR ANTE-PARTUM HA:MORRHAGE. 

The first case was one of central placenta praevia in a patient, et. 37, 
28 weeks advanced in her twelfth pregnancy. She was admitted to Queen 
Charlotte’s Hospital at 1 a.m., having had a severe blood loss the evening 
before. The os uteri was found to admit two fingers, and the whole lower 
uterine segment was covered by placenta as far as the finger could reach. 
A Champetier de Ribes’ bag was introduced above the placenta, consider- 
able hemorrhage occurring during the procedure. Subcutaneous saline 
and morphia 4gr. were given owing to the patient showing signs of 
collapse. Seven hours later the bag was expelled, the uterus was in a 
state of tonic contraction, and the cervix had closed up after allowing the 
bag to pass. No further haemorrhage occurred. At this point Mr. Stevens 
saw the patient, and after debating the question as to the best method of 
delivering her, so as to avoid further blood loss, came to the conclusion 
that hysterectomy without opening the uterus offered the best solution of 
the difficulty. As the child was already dead, this operation was performed 
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under morphia-atropine open ether anaesthesia, with infiltration of the 
abdominal wall by urea-quinine hydrochloride. Four pints of saline solu- 
tion were infused under the breasts during the operation. The operation 
proved to be a very easy one, and under the method of anzesthesia chosen 
was practically shockless. The patient made an uninterrupted recovery. 

The second case was one of external and concealed accidental haemorrhage 
in a patient, at. 33, about 30 weeks advanced in her ninth pregnancy. 
She was admitted to Queen Charlotte’s Hospital at 4a.m. with the history 
of a big hemorrhage at 10p.m. the previous night. There was no 
hemorrhage on admission, the pulse was 112-120, the patient looked very 
anzemic, and no placenta could be felt in the lower uterine segment. The 
patient was kept in bed, and twelve hours after admission bleeding recom- 
menced. An attempt to introduce a de Ribes’ bag failed owing to the 
rigidly closed internal os. Pituitary extract, 3 cc., and a little later morphia, 
4gr., and 4 pints of saline were given subcutaneously, after which the 
external bleeding ceased. The patient, however, had a pulse of 150, and 
an examination of the uterus resulted in a provisional diagnosis of concealed 
hemorrhage. Seeing that the child was dead, the internal os uteri closed, 
and the patient in a very serious condition, Mr. Stevens decided that 
hysterectomy without opening the uterus offered the best chance of saving 
the patient’s life. This was done under morphia-atropine-open ether 
anesthesia, with novocaine infiltration of the abdominal wall. Again the 
operation was very easy, and proved to be shockless—the pulse falling 
from 150 to 134 at the end of the operation. The patient made a good 
recovery. 

The reason for the choice of hysterectomy rather than Czesarean section 
in these two desperate cases was the impossibility of any guarantee that . 
the latter operation could be done without further considerable blood loss. 
Both these patients had lost so much that a further loss of a pint would have 
almost certainly proved fatal. Further, at the time that Mr. Stevens saw 
the patients there was no possibility of delivery per vias naturales without 
a considerable loss. ‘The actual amount of blood lost during the operation 
in each case did not amount to three ounces, and under the method of 
anzesthesia chosen the operation was shockless. 


Meeting held February 4th, 1915. 
The President (Dr. W. S. A. GrirritH) in the Chair. 


RUPTURED UNILATERAL SOLID CANCER OF OVARY REMOVED : 
SUBSEQUENT PREGNANCIES AND Goop HEALTH. 

Dr. HERBERT SPENCER read notes of the case of a patient, st. 27, who 
had a ruptured soft, solid growth of the left ovary, measuring 5} in. by 
34 in., with about a gallon of free blood-stained fluid in the peritoneum. 
The tumour was removed; the other ovary, appearing healthy, was left 
behind. The patient subsequently had two children and remained well 
seven years after the operation. Similar cases were recorded by Hofmeier 
and von Velits. The tumour had the microscopic characters of a medullary 
carcinoma. Dr. Spencer did not agree with Pfannenstiel’s opinion that 
in all cases of unilateral papillary tumours, cancer and endothelioma of the 
ovary, the other ovary should be removed, for he had seen examples of all 
those conditions remain well seven years years after unilateral ovariotomy. 
He suggested, however, that, notwithstanding its microscopic characters, it 
is possible that the specimen shown is not malignant. 


| 


240 Journal of Obstetrics and Gynecology 


Dr. CuTHBERT LOCKYER said that he was not convinced from a casual 
examination of the microscopic section of Dr. Herbert Spencer’s specimen 
that it was a carcinoma; he thought it would very likely prove to be an 
endothelioma, and if that were so the long immunity from recurrence would 
be more easy to understand, as endothelioma of the ovary was far less 
malignant than solid carcinoma of that organ. 

Dr. Briccs remarked that the tumour shown and admirably described 
by Dr. Herbert Spencer stirred the unsettled problem as to what these 
tumours really are. As solid adenomata, in the Departmental Museum of 
the Liverpool University, Dr. Briggs said he had had them illustrated and 
catalogued for over fifteen years; repeated and recent revisions of the 
catalogue had left them as they were, awaiting any more acceptable advance 
in histology. 

Dr. AMAND RoutHu asked how Dr. Spencer proposed to decide whether 
the removed tumour was malignant or benign at the time of operation, and 
what course he would now pursue as regards the second ovary if he decided 
that the one removed was carcinomatous. 

In reply Dr. SPENCER said he saw no evidence that the tumour was an 
endothelioma ; structurally it was a typical medullary carcinoma, and it 
did not resemble microscopically the endothelioma he had met with in a 
dermoid. 

In reply to Dr. Amand Routh’s question, Dr. Spencer thought in the 
case of such a soft tumour as the one shown (which in the fresh state 
resembled a spleen), it would be difficult to cut satisfactory rapid sections 
at the time of operation. He had not yet decided whether the tumour was 
malignant or benign, but had made a suggestion on that point in his paper. 
A similar case he would treat similarly. If the ovary, apparently normal 
at the time of operation, grew subsequently, he would remove it, but with 
very little hope that malignant disease affecting both ovaries would not 
recur. 


SHORT COMMUNICATIONS. 

Dr. Gorpon Ley, for Dr. Russell Andrews, read a short communication 
on ‘ Squamous-celled Carcinoma occurring in a Cystic Teratoma of the 
Ovary.” 

Dr. MAXwELl, read a short communication on ‘‘ Inversion of the Uterus, 
(1) Acute, (2) Chronic.” 

The subject was discussed by the PRESIDENT, Dr. HEDLEY, Dr. ROUTH, 
Dr. Briccs, Dr. SPENCER, Dr. HoLLANp, Dr. COMYNsS BERKELEY, Dr. 
STEVENS, and Dr. BLACKER. 


SPECIMENS. 


Dr. Gorpon Ley demonstrated a fibroid of the uterus, showing invasion 
by tubercle. 

Remarks by the Presmpent, Dr. STEVENS, and Dr. CUTHBERT LOCKYER. 

The. PRESIDENT showed an example of the ‘“ Bowel Pack,” suggested 
by Dr. Aymard, of Johannesburg, in the Lancet of January 16th, p. 150, 
which he had made, and found that it answered the purpose well. It is 
made by coiling fine wire on to a pad of “cellular” cloth, the wire being 
sewn by a running stitch along its whole length. The wire he used was 
No. 22 gauge pure tin fuse wire, and was covered in by a single layer of 
lint sewn on to the pad. When one of appropriate size is placed in position 
it keeps the bowels out of the way of the area of operation, and is a valuable 
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improvement on the ordinary pad. It could be bent into any shape without 
injury. 

Remarks by Dr. Dr. FArRBAIRN, Dr. and Dr. 
SPENCER. 


NORTH OF ENGLAND OBSTETRICAL SOCIETY. 


Meeting held in Liverpool, October 16, 1914. 
The President (Dr. Wi.eTt, Liverpool) in the Chair. 
Present :—18 members. 

Miss CLARA E. StEwArT, M.B. (London), Leeds, was elected a member 
of the Society. 

Dr. W. K. Watts (Manchester) exhibited a specimen of ‘ Double 
Hydrosalpinx and Tubo-ovarian cysts removed with the body of the 
uterus.”” The patient was a young lady, married only a few months, and 
the appendages had been observed to be enlarging from the size of a hen- 
egg to that of an orange in three months. The main symptom was 
dysmenorrhcea. There had been an appendicectomy performed four years 
earlier—but otherwise no history of acute trouble. 

Dr. FoTuerciit, (Manchester) described a case of 


Uterus AND VAGINA witH RIGHT PyocoLros. (See p. 231 of this 
number of the Journal.) 

Dr. GLYNN WHITTLE (Liverpool) raised the point as to whether it would 
have been better to have removed the septum or simply to incise it as Dr. 
Fothergill had done. 

Dr. WitLEtt (Liverpool) asked if a bacteriological examination was 
made, 

Dr. OLprigip (Leeds) remarked on the infrequency of infection of 
hzematocolpos when there has not been previous operative interference, and 
asked Dr. Fothergill for his opinion on the source of infection in his case. 

Dr. FoTHErGI.,, in replying, said no bacteriological examination was 
made, but he believed the infection was by the blood stream. He did not 
think the retention of a septum would make any difference in a parturition, 
and it would have been unwise to remove it when the haematocolpos was 
opened as it would have left a raw surface bathed by pus. 

Dr. GremMMELL, (Liverpool) exhibited a specimen of ‘‘Adeno-Carcinoma 
of the Uterus.”? The patient was a spinster, eet. 52 years, whose complaint 
was that she had an occasional pain in the back, and a slight coloured 
vaginal discharge. Seven weeks previously she had without any apparent 
reason a sudden and free discharge of blood, and this has been succeeded 
by the coloured discharge already mentioned. In all other respects she is 
quite well, and has no discomfort. A virgo intacta examination was 
conducted under an anzesthetic, when the uterus was felt to be enlarged, 
round, soft, and about the size of an eight-weeks’ gestation. A diagnosis 
of carcinoma corpus uteri was made and abdominal panhysterectomy 
performed. 

Macroscopic appearances. The uterus is large, smooth, and rounded, 
and somewhat mottled in colour; on section through the anterior wall the 
uterine cavity is seen to be completely filled by a soft luxuriant somewhat 
cauliflower-like growth which bulged forward at once into the incision in 
the uterine wall. This growth was attached to the posterior wall of the 
uterus by a broad base extending up to the uterine ostium of the left tube. 
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Microscopic. Section through the posterior wall of the uterus, includ- 
ing a portion of the growth, showed the glandular epithelium to be in- 
creased in amount and the cells markedly proliferated, giving the acini 
the appearance of having several layers of cells lining them. The base- 
ment membrane is broken through in many places, the intra-glandular 
stroma decreased in amount and infiltrated with small round cells; this is 
most marked deep in the muscular wall. 

Dr. BriccGs (Liverpool) showed a specimen of ‘‘A Soft Resilient Inter- 
stitial Uterine Fibroid.” 

In a woman, aged 28, the above physical characters of the growth, three 
inches in diameter, after three months’ married life, afforded an awkward 
diagnostic problem. 

The menstrual history was of consistent regularity, 5/28 with one 
exception, five months ago, of a fortnight’s haemorrhage, commencing a few 
days before the due period. This menstrual history was conclusive : to it 
were added a decreasing dysmenorrhcea and a continuous serous vaginal 
discharge since the one and only haemorrhage ceased five months ago. 

Pregnancy was, therefore, improbable. The patient also explained that 
she was not living with her husband. A toilette of powder, paint and 
dye: the full breasts and the presence of Montgomery’s tubercles were 
noted by Dr. Dallimore, the house surgeon. 

A simple diagnostic solution was obtainable by delay in the patient’s 
admission until the next due menstrual loss could be observed in hospital. 

The treatment on August 25th, 1914, consisted in an abdominal enuclea- 
tion of the fibroid from its site in the posterior wall of the body of the 
uterus. 

Dr. BricGs (Liverpool) also showed a specimen of a ‘‘ Stony Hard 
Fibroid,” 54 lbs., narrowly and loosely pedunculated on the fundus of the 
normal uterus of a single woman at the age of 30. 

The physical signs of the very hard tumour freely movable on the low- 
lying and normally-sized uterus left the diagnosis open between uterine 
fibroid and ovarian fibroma: ascites was absent. 

Abdominal myomectomy on September oth, 1914. 

Dr. BricGs (Liverpool) also showed a specimen of a ‘‘ Uterus from case 
of post-climacteric Hzemorrhage.”’ 

The clinical clerk’s notes were that the patient was 45 years of age and 
that she had had six children: the sixth child was born four years ago 
and thereafter she ceased to menstruate for two years. During the past 
two years there had been irregular slight heemorrhage ‘‘ for one or two days 
every fortnight ’’ (menstrual ?), and for three weeks a continuous blood 
loss. The body of the uterus was a little enlarged and the cervix was not 
gaping. 

After the vaginal hysterectomy on August 25th, 1914, a small mole } x 4 
inch was found. Exploration of the uterus prior to hysterectomy is not 
always omitted: the exploration either leads or misleads. 

The history of haemorrhage was accepted as one calling for hysterec- 
tomy; the patient had lost weight; she looked ill and was anzemic. 

Dr. FLETCHER SHAW (Manchester) described a case of 


SEPtTic MISCARRIAGE FOLLOWED BY INTESTINAL OBSTRUCTION. (See p. 225 of 
this number of the Journal.) 

Dr. O_prreLp (Leeds) congratulated Dr. Shaw on his interesting and 

successful case. He thought the tumour in front of the spine was most 

probably not septic glands consequent on the puerperal infection but a 
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chronic tubercular lesion. He asked what organism had been found in the 
fluid removed from the peritoneum. Was it possible that the infection 
was gonorrhceal, localised up to the time of the first operation, and result- 
ing in general peritonitis subsequently ? 
Dr. Briccs (Liverpool) read a note on 
Tue CoxALcic PELVIS : 1Tts LATERAL TILTING. (See p. 212 of this number of 
the Journal.) 


Meeting held at Sheffield, November 20, 1914. 
The President (Dr. Wiu..eTt, Liverpool) in the Chair. 


Dr. HELLER (Leeds) exhibited a specimen of ‘ Multilocular Cystic 
Tumour of the Uterus.”’ (See p. 227 of this number of the Journal.) 

Dr. GEMMELL (Liverpool) thought that cystic tumours of the uterus 
were very rare. He had not seen one like this. Also sarcomata of the 
uterus were rare. He had done subtotal hysterectomy on a case diagnosed 
as sloughing fibroid. A fortnight later, before the specimen had been 
investigated, there was an outgrowth of sarcoma from the cervical stump, 
and the patient died in about three weeks. 

Mr. KinG (Sheffield) recalled a case of Mr. Newton’s diagnosed as 
pyometra which was found to be a cyst owing its origin to the infection of 
a fibroid. This specimen closely resembled Dr. Hellier’s in macroscopic 
appearance. 

The PRESIDENT mentioned the changes which may produce in fibroids 
microscopic appearances suggestive of sarcoma. 

Dr. GEMMELL (Liverpool) showed a specimen of ‘‘ Multiple Fibromyoma 
Uteri Complicating Pregnancy.’’ The patient was 41 years of age and had 
been married two years. The last period was on June 13; there was a 
show on September 26 and 27. 

Exanination. ‘The abdomen was enlarged by the presence of the 
tumour, the fundus uteri reaching up to the lower end of the sternum. 
The tumour was cystic with numerous hard fibromata scattered throughout, 
and ballottement was easily elicited. 

Per Vaginam. ‘The pelvis was occupied by a solid tumour, in size and 
shape very like a foetal head, which was fixed and apparently growing 
from the cervix uteri, which was drawn high up behind the symphysis 
pubis, the pelvic tumour making it very difficult to reach and only allowing 
the presence of one finger. 

History. For three weeks there had been difficulty in micturition, and 
on two occasions the catheter had been required to empty the bladder. For 
two weeks there had been more or less continuous pain in the rectum, and 
the patient looked pale and anxious. Her home was in the country some 12 
miles from her doctor. We considered the advisability of allowing the 
pregnancy to go to term, and preparing for Czesarian section with hyster- 
ectomy at the same time. Her geographical position, and the continuous 
pain, with the possibility of miscarriage, which with the presence of the 
pelvic growth would have necessitated an abdominal operation for com- 
pletion, determined the decision for early operation. 

Operation. Abdominal subtotal hysterectomy was performed. The 
pelvic tumour was firmly fixed by adhesions, which after separation gave 
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rise to an unusual amount of free oozing. The convalescence was uneventful 
and rapid. 

Specimen. ‘There were five fibromata in the wall of the uterus, varying 
in size from that of a Jaffa orange to a walnut, any of which had 
myomectomy been adopted would have opened into the uterine cavity. 
The large pelvic growth was cervical in origin, growing from the posterior 
wall of the supravaginal portion of the cervix. 

Dr. Stookss (Liverpool) exhibited a specimen of ‘‘Fibroids Complicating 
Pregnancy.’ The patient was aged 30. Had enteric ten years ago followed 
by six months amenorrhcea. Menstruation regular, lasting three days, 
scanty. Six years ago felt a swelling in the left side (iliac region). 
Married July, 1913. Last menstruation June 8, 1914. Husband, a soldier, 
left her in August, when she began to have troublesome vomiting, which 
has continued off and on. The news of her husband’s death was brought 
to her on October 8, after which she noticed the abdominal swelling grew 
much more rapidly. She had noticed some swelling in August and more 
on the left than the right side. 

When seen the patient was anaemic, emaciated, and looked very ill, 
the abdomen was distended, and the skin over the left hypochondriac region 
was thin and glossy. ‘There was a firm tumour reaching almost to the left 
costal margin, filling the left side of the abdomen, and reaching transversely 
about two inches to the right of the middle line. In the right iliac region 
was a cystic swelling, apparently the pregnant uterus about 4-5 months in 
size, and fixed to the large tumour. Patient thought she felt foetal 
movements the week before operation, but neither movements nor foetal 
heart sounds were made out. There was fluid in the breasts. 

When the abdomen was opened it was evident that the tumour was 
entirely uterine with a pregnancy in the lower part to the right side. 

A supravaginal hysterectomy was done, and the patient made an 
uneventful recovery, the rather long incision healing entirely by first 
intention. 

The mass removed, including the foetus, weighs 1olb. 80z. The 
greatest length is 9 inches and breadth 8 inches. ‘The foetus was in 
the cystic swelling on the right side. ‘The upper end of the swelling on the 
left side was riddled with intercommunicating cystic cavities, quite 
irregular in shape, with fibrous walls, and containing brown fluid. The 
bulk of the tumour cut like a myofibroma which had become cedematous. 

Mr. W. R. Favret (Sheffield) described a case of 

LABOUR OBSTRUCTED BY FIBROID. 

Patient, at. 37, in labour September 23, 1914; said in labour a week 
counting from rupture of membranes. Two previous confinements, ten 
and six years ago. No abortions. Menstruation normal. Movements 
ceased and meconium passed soon after membranes ruptured. Abdominal 
swelling, triangular apex above, very prominent, especially over pubes. 
Child’s anus felt P.V., up above the symphysis. The cervix was dilated 
and macerated breech presenting. Child long dead. Pan-hysterectomy : 
The pelvis was filled by a large fibroid. 

Dr. GEMMELL (Liverpool) thought if his case had been allowed to 
continue the condition arrived at would have been the same as in Mr. 
Favell’s case. 

Dr. Watts (Manchester) said Mr. Favell’s case was an example of a 
good urgency operation. Regretted that it had not reached Mr. Favell a 
week earlier, when the child might have been saved. 


Dr. Walls emphasised 
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the great difficulty of getting away the placenta in delivery of abortions 
complicated by fibroids. 

Dr. CiirForD (Manchester) mentioned a patient with a small fibroid who 
had excessive pain during pregnancy. The fibroid was found to be calci- 
fying and adherent, and was enucleated. The patient had no further pain 
and went to full time. 

Dr. FornerGci, (Manchester) asked if members had noticed how 
common first pregnancies were in patients over 40 years of age who have 
fibroids. He could recall four cases of his own of this kind. He thought 
the point brought out by Dr. Walls was very important. He remembered 
seeing a fatal case of septicaemia in a patient who had a fibroid which 
prevented the delivery of the placenta after an abortion. 

The PRESIDENT referred to cases in which it was possible to go on to 
term, and recalled one in which four months after labour the fibroid was 
reduced to a unilocular cyst. The fibroid had degenerated and become 
infected by bacillus coli. The risks of leaving fibroids must not be over- 
looked. 

Mr. Fave. (Sheffield) described a case of 

CHORIONEPITHELIOMA. 

Patient aged 23, married recently, menstruation regular. September, 
1913, in Union Hospital with a flooding after missing one period. Curetted 
in November, said abortion removed. In June Dr. Favell saw her. One 
period missed, bleeding, curetted June. Saw nothing from June 24 to mid- 
September and October 3. Operation October 10. Tender swelling back 
of pelvis like an ectopic. At operation uterus large, slightly adherent to 
rectum. Removed, but leaving ovaries and tubes. Got up in two weeks 
and bled a pint. Small soft growth in vagina then found and removed. 
Patient now gaining weight. 

Mr. Mites H. Puiiiirs (Sheffield) described a case of 

HypDROMETRA (see p. 229 of this number of the Journal). 


Mr. W. W. KiNG (Sheffield) described a case of 
A Uterus INFILTRATED WITH BLOOD REMOVED FOR CONCEALED 
ACCIDENTAL HajMORRHAGE. 

A number of cases of concealed accidental hemorrhage treated by 
Caesarean hysterectomy have been reported in recent years, and because it 
is the safest and most rational procedure it has come to be recognised as 
the standard operation in all severe cases of this condition. Clifford and 
Shaw have both reported instances of concealed accidental haemorrhage in 
which free blood was found in the peritoneal cavity, and the interest of 
the specimen now shown to the society lies in the fact that although the 
whcle uterine wall and broad ligament are infiltrated with blood there was 
no free blood in the peritoneal cavity. It is more than probable that this 
specimen shows the stage immediately preceding the extravasation of blood 
into the peritoneal cavity. 

The patient, aged 36, was admitted to hospital complaining of abdominal 
pain of four hours’ duration. She stated that she was eight months preg- 
nant with her fifth child. She was very ill, mucous membranes blanched, 
pulse 120, and suffering acute abdominal pain. The abdomen was distended, 
hard and tender; no foetal parts could be made out. The cervix admitted 
one finger, and there was a slight oozing of blood from the vagina. There 
was only a trace of albumen in the urine. Caesarean hysterectomy was 
performed on a diagnosis of concealed accidental haemorrhage. The 
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placenta was found completely detached and the uterine cavity filled with 
blood. Before opening the uterus a swab was passed into the pelvis to 
detect the presence of free blood, but none was found. The uterus was 
plum-coloured, and a large haematoma extended from the uterus out into 
the left broad ligament and up under the sigmoid. No bleeding vessel 
could be found in the infiltrated parametrium, so a gauze pack was inserted 
and the end brought out through a small incision in the abdominal wall. 
The patient made a good recovery. Before she left hospital the blood was 
tested by the Wassermann reaction, but it was found to be negative. 

The haemorrhagic infiltration of the uterine wall can be easily seen in 
the specimen. 

On microscopical examination the whole musculature of the uterine wall 
is seen to be infiltrated with blood from the inner to the outer wall. There 
are some patches of oedema, muscle fibres appear degenerated, and the 
nuclei stain badly. Here and there small collections of polymorphonuclear 
cells can be seen in greater numbers than can be accounted for by the 
effused blood. There is only a slight excess of elastic fibrous tissue. 

Mr. W. W. KiNG (Sheffield) described a case of 

AcuTtE HyDRAMNIOS, 

The patient, aged 30, was admitted to hospital when six months 
pregnant with her ninth child. Her health was good until 16 hours before 
admission, when she began to have abdominal pain which rapidly became 
so severe that she sent for her medical attendant, who, visiting her again 
in four hours, found that her uterus was rapidly increasing in size and 
sent her into hospital with a diagnosis of concealed accidental haemorrhage. 

On admission the patient had a good colour and did not appear ill except 
that she was obviously suffering very acute abdominal pain. Her pulse 
was 80 and her temperature normal. The abdomen was the size of a full 
time pregnant uterus, but the skin was tense and shiny; the abdomen was 
too acutely tender to allow of palpation, but even under anzesthesia no 
foetal parts or sound could be made out. On vaginal examination there 
was no bleeding, and the membranes projected well into the vagina through 
a cervix the size of half-a-crown. 

The rapid distention, bulging membranes and slow pulse suggested the 
diagnosis of acute hydramnios. The patient was anzesthetised with the 
intention of puncturing the membranes and bringing down a leg. However 
the membranes ruptured spontaneously and a very cedematous six months’ 
foetus was expelled together with an enormous amount of liquor amnii, 
the amount of which could not be measured. A perfectly normal placenta 
was delivered with the foetus and then followed a most dangerous post- 
partum hemorrhage which, though immediately controlled by bi-manual 
compression of the uterus, almost cost the patient her life. She made an 
uneventful recovery. As it has been suggested that acute hydramnios is 
syphilitic in origin a Wassermann reaction was performed, but it proved 
to be negative. 


Meeting held in Manchester, December 18, 1914. 
The President (Dr. Wu.ert, Liverpool) in the Chair. 
Present :—15 members. 
Mr. W. GouGu (Leeds) exhibited specimens from a ‘‘ Case of Puerperal 
Pyemia.’”” The patient was a married woman, et. 35 years, who was 
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admitted to the Hospital for Women and Children at Leeds on November 
II, 1914. 

The history was that she was delivered of her first child three weeks 
before. The labour was long and was terminated by forceps. The 
placenta was adherent and was extracted normally after two hours. 
Considerable blood was lost. Afterwards she did not progress quite 
satisfactorily. The lochia was never offensive, but the pulse rate remained 
high, the temperature 99°—100°, and once she complained of being chilly. 
On the day of admission her temperature rose to 103°; her medical 
attendant became alarmed and sent her into hospital. 


On admission her temperature was 103°, pulse rate 136, respiration rate 
40. She was anemic, had a short cough, and complained of pain in the 
right side of the chest. There was no vaginal discharge. The uterus was 
well involuted for the time since delivery. No tenderness nor swelling of 
any kind could be made out by pelvic examinations. The bases of both 
lungs showed some dulness and deficient air entry. The condition was 
diagnosed as septic thrombosis with small emboli reaching the lungs. An 
expectant line of treatment was adopted. 


The pathologist (Dr. Clara Stewart) reported on November 16th that 
culture from the blood yielded no organisms, and on November 17th that 
the urine contained many pus cells and B. coli communis. 

During the first week after admission the patient’s condition improved. 
The temperature gradually came down to nearly normal. 

During the second week the temperature became more oscillating. She 
had occasional attacks of pain in both sides of the chest and had drenching 
sweats but no rigor until the end of the week, November 25. 

During the third week she had one slight rigor but improved slightly, 
her temperature only reaching 100° once during the two days November 
29-30. Still one felt that she was not getting on, and, so to speak, always 
looked worse than her chart. A vaccine was prepared from the organism 
in the urine and doses of 2}, 24 and 5 millions were injected on December 
2, 3, and 4. 

A blood-count on December 4 gave H6 60 per cent., red cells 3,080,000 
per c.mm., white cells 14,400 per c.mim. 

At 11 p.m. on December 4 she was taken with the symptoms of 
pulmonary embolism and died at 2 p.m. on December 5. 

P.M. Report (Dr. Stewart). Lungs: Right base adherent to diaphragm, 
very friable. Evidences of consolidation which is passing off. Right 
pulmonary artery blocked by a large white thrombus partly adherent to 
wall. Left lung covered in lower half by the thick layer of fibrino-purulent 
matter. Throughout lower lobe are small infarcts of longer and shorter 
duration and also nodules of creamy-looking tissue, evidently breaking- 
down infarcts. 

Heart : Right side enormously distended. Muscle pale. Mitral cusps 
contracted. No vegetations. Pericardial fluid normal. 

Kidneys: Pelves congested. Not dilated. Multiple small infarcts of 
varying age and mostly quite recent. Ureters contain creamy-coloured 

urine. 

Pelvic Veins: Ovarian veins on both sides contain clots, on right side 
extending over brim of pelvis, on left just up to brim. In both the clot is 
white and partly adherent, though it does not block the vein. No appear- 
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ance of breaking down. The Pampiniform plexus on both sides is very 
obvious ; considerable engorgement of it is present still. 

Uterus small, 2} inches from os externum to fundus inside, of which 
1 inch is cervix. Wall is pale, smooth internally, and contains no secretion. 
The vessels of the wall are very patent, and many of them contain 
blood-clot. 

Histological Examination: The thrombi in ovarian veins and in wall 
of uterus are of some duration, but no fibrosis has occurred in either. No 
organisms can be found. 

Mr. Gough said that to him the main interest in these cases lay in the 
prognosis and treatment. He had watched several such cases recently 
aud confessed himself more puzzled with each. He particularly asked that 
members should discuss and throw some light upon the question of 
operation. 

One case which came to post-mortem examination had impressed him. 
The right ovarian vein was full of breaking-down clot and it appeared 
as if a timely operation would have saved life. The difficulty was to know 
when to interfere. Some cases had repeated rigors yet finally did well, 
while others with only two or three rigors ended fatally. The occurrence 
of repeated sweats seemed of bad omen. 

Dr. DonaLpD (Manchester) said this brought up the whole subject of 
thrombo-phlebitis. We are not a bit nearer a right solution than we were 
a few years ago. In bad cases the clot has extended beyond the ovarian 
veins ; in slight cases it is difficult to diagnose. He had published a case 
a year ago like Mr. Gough’s, in which a pelvic thrombosis was followed 
by lung abscess and finally cleared up with a large pelvic abscess. He 
doubted if operation was much good, the slighter cases get better without, 
the worst were not improved. 

Dr. Viront Brown (Manchester) asked whether these cases should be 
curetted or left alone. 

Dr. GRIMSDALE (Liyerpool) said this paper opened up a large field for 
discussion. He described a case in which he opened the abdomen expecting 
to find thrombosis, but found none; the patient had no further rigors for 
a week, when they recurred. In the early cases he believed in clearing out 
the uterus, but not with a curette. 

Dr. OL_pFIELD (Leeds) said the most important point was the question 
of diagnosis. After a few days it is usually easy, but difficult at first. 
Dr. Gough’s case during the first few days had chest symptoms without 
rigors, and organisms were found in the urine and the kidney was tender. 
She certainly had a kidney infection, and the question was whether she also 
had a septic lung. No thrombosis of ovarian veins could be felt. He did 
not think that not being able to find any pelvic thrombosis proved it did 
not exist; it had to be looked for very carefully. In one case he searched 
along the internal iliac and found only a very slight thickening extending 
up to the inferior vena cava; he tied the vena cava, cut common iliac, and 
found a soft green swelling clot in the common iliac. He tied low down 
both internal and external iliac veins, but had to leave a small piece of 
clot. Patient was very well next day, but on the fourth day the temperature 
rose. Abdominal wound was opened, a little pus let out, and a rubber 
tube inserted into the abdomen. ‘The tube was removed next day. Finally 
the patient developed pelvic cellulitis and died. He did not think puerperal 
thrombosis often got better without operation, and as the death rate 
without operation was so high it was better to operate in these cases, 
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The PRESIDENT described a case which had rigors for three weeks with 
a little thickening on one side. He found some cellulitis on that side 
around the ovarian vein, which he ligatured on both sides and removed. 
The patient was better for four days, then rigors recurred. The blood was 
examined 8—g times with negative result. Finally this patient recovered. 
He thought the patient would have recovered quicker without operation. 
He believed in cleaning out the uterus without the use of the curette. 

Dr. FLETCHER SHAW (Manchester) described a case in which a puerperal 
patient had recurring high temperature and rigors for a period of four 
weeks but recovered completely without operation. 

In reply Mr. Gough thanked the Society for their interesting discussion, 
but was afraid the subject was still a very vexed one. He was of opinion 
that the case described would have recovered in time if she had not 
received the massive pulmonary embolism. 

Dr. GRIMSDALE (Liverpool) exhibited a specimen of ‘‘ Acute Salpingitis 
resulting from Intra-uterine Polypus ” from a young unmarried woman, 
aged 31, who suffered from menorrhagia and metrorrhagia. The body of 
the uterus was enlarged, but no distinct fibroid could be felt, so he advised 
curetting. No polypus was felt, though the presence of one was suggested 
by the cervix being dilated. When the gauze was removed the next day 
it was followed by some hzemorrhage. After a week she had spasmodic 
pain followed by constant abdominal pain, but the temperature was never 
over 100°. After a fortnight the abdomen was opened, when both tubes 
were found to be discharging pus, and there was free brownish clear fluid 
in the abdomen. The uterus and appendages were removed by supra- 
vaginal hysterectomy and the abdominal wound closed without drainage. 
Uneventful recovery. Microscopical report : No micro-organisms could be 
found in the tubes. 

Dr. OL_prizLp (Leeds) asked if he found any physical signs at vulva 
suggestive of gonorrhoa. 

Dr. DonaLp (Manchester) said he had a similar case. He curetted a 
young woman for menorrhagia, which was followed by pelvic abscess, and 
a polypus was found in the uterus at the second operation. There was no 
question of gonorrhcea. 

Dr. GEMMELL (Liverpool) examined a virgin aged 22 under anesthesia 
and found a simple polypus. He cleaned the vagina and removed the 
polypus. He found a raised temperature and pulse with rigid abdomen 
next morning. Later in the day the abdomen was opened and the tube 
found discharging pus, and acute general peritonitis. Patient died in 48 
hours. Pus contained streptococci. 

The PRESIDENT remembered a case where septic general peritonitis 
followed cutting through a polypus stalk. 

Dr. GrIMSDALE said there was no suggestion of gonorrhoea, so often 
salpingitis occurred with fibroids. 

Dr. Donaip related a case of 


RUPTURED OVARIAN ABSCESS 
occurring in a woman of 28. He was called to see this patient urgently 
and found her suffering irom ‘‘ acute abdomen,” with high temperature, 
rapid pulse, and rigid abdomen. ‘There had been slight pain in the right 
side of the abdomen for a few days before menstruation. Two days before 
acute symptoms commenced she took a hot bath and felt very chilly after 
it. The next evening acute colicky abdominal pain on the left side 
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occurred and lasted off and on for two hours. This was followed by a 
very restless night, though there was no recurrence of the pain, and the 
next forenoon found her with the signs of ‘‘ acute abdomen.”” The abdomen 
was opened a little later and acute general peritonitis found, with a right 
tubo-ovarian abscess about the size of an apple, which had ruptured. 
The abdomen was drained with a Keith’s tube. There was no further rise 
of temperature, and the patient made an uneventful recovery. 

The PRESIDENT said general surgeons found these cases more frequently 
than we did, and did not consider them so infrequent as we did. 

Mr. Mines Puiiirs exhibited a specimen of ‘‘ Myomectomy during 
Pregnancy.”’ 

Dr. GemMMELL, said he had performed myomectomy during pregnancy in 
eight cases, but only two had gone to full term; the time varied from a 
few days to six weeks. Six of these cases had children at a later period. 

Mr. Mites Puiiiirs exhibited the placenta and read the notes of 

A CASE oF Fattal DEATH FROM RUPTURE OF VELAMENTOUS VESSELS, 
which appears in full on p. 224 of this number of the Journal. 

The PRESIDENT said he had not seen a case of rupture of vein of 
velamentous placenta, but wondered that it did not occur more frequently. 

Dr. GrimspaLk had attended a case of placenta praevia in which the 
placenta was born first. Thinking that the child was sure to be dead, he 
did not hurry birth of child, which occurred at least a quarter of an hour 
later. The child was born in the membranes complete and, to his surprise, 
was alive. In one case in the literature he found a case recorded in which 


the child was born in membranes and alive half an hour after the birth of 
the placenta. 


Annual Meeting held at St. Mary’s Hospital, Manchester, Friday, 
January 15, 1915. 
The President (Dr. WitieTt, Liverpool) in the Chair. 
Present :—13, members. 

The Treasurer’s statement for 1914 was read and adopted. 

The Secretary’s report for 1914 was read and adopted. 

The following new member was elected: ARTHUR ToULMIN, F.R.C.S. 
(Edin.), Liverpool. 

It was resolved to discontinue the meetings of the society until the 
October meeting in Liverpool as the attendance was so poor owing to extra 
duties imposed upon the members by the war. 

It was resolved to re-elect all the office bearers for 1914 for the year 
1915 as there would be so few meetings. 

Dr. Waits (Manchester) exhibited a ‘‘ Pregnant Uterus Removed at 
the Seventh Month for Rupture of Former Czesarean Section Scar,” the 
account of which appears on p. 232 of this number of the Journal. 

Dr. Wa.is (Manchester) exhibited a uterus removed by ‘‘ Caesarean 
Hysterectomy for Accidental Heemorrhage and Oozing from the Scar of a 
Previous Czesarean Section,” the account of which appears on p. 232 of this 
number of the Journal. 

Dr. FLETCHER SHAW (Manchester) showed a uterus removed on account 
of ‘‘ Spontaneous Rupture of Former Czesarean Scar in a Full Time Preg- 
nant Uterus,’’ an account of which appears on p. 232 of this number of the 
Journal. 

Dr. CrirrorD (Manchester) asked why the scar should be so weak, 
while in other uteri which had had tumours removed the scars were 
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perfectly firm even when the uterus was pregnant. It is stated that 
children in Cesarean section tended to become progressively lighter, 
whereas in ordinary cases the tendency was to become heavier. He asked 
if they had noted this in these cases. 

Dr. GrimspaLE (Liverpool) said some years ago he had looked up the 
literature and found that the recorded cases of rupture of an old Czesarean 
section scar occurred only in those in which catgut alone had been used for 
suturing the uterine incision. Usually in a second Czesarean section the 
old scar had contracted, whereas in these three cases the scar was large, 
and he wondered if subinvolution had anything to do with the causation 
of the rupture. 


Dr. Scorr (Manchester) asked if the technique in sewing up the uterus 
was always the same. 

Dr. DonaLp (Manchester) said he used catgut alone in stitching up the 
uterine scar, and he had never had a rupture of the scar. If a scar was 
found to be very thin he thought the patient should be sterilised. He did 
not think the use of catgut had anything to do with the rupture. 

Dr. FOTHERGILL (Manchester) said he had had a case in which he had 
done Czesarean section four times. The uterus was quite sound, but the 
abdominal wall much stretched. He sterilised the patient on the fourth 
occasion. A slanting scar in the uterus he thought would give a stronger 
scar than a normal vertical cut. 

Dr. DouGat, (Manchester) said in 1913 there were several cases in which 
Ceesarean section was performed for the third and some for a fourth time. 
In several of these the scar was very thin, and there was a good deal of 
hemorrhage. He thought there might be a low form of sepsis in the 
puerperium of some of these cases which would prevent healthy healing of 
the uterine scar, such as occurred in the abdominal wall. : 

Dr. OLDFIELD (Leeds) asked if the uterine incisions were made in the 
same place. If in different places he thought the scar would be sound. 

Dr. Wi1ett (Liverpool) said the only case he had seen of rupture of a 
Ceesarean section scar was in a patient who had a subsequent induction, 
and during the labour pain the scar gave way. He did not think the 
suture material had anything to do with the accident. 

Dr. WALLS, in replying, said he put the weakness of the scar down to 
want of vitality of the patient and possibly some morbidity. He thought 
anterior implantation of the placenta weakened the scar. He had given up 
catgut alone and now used chromic catgut with a few intermediate plain 
catgut sutures. He did not know whether children in successive preg- 
nancies were lighter or not. The first case had accidental haemorrhage, 
and some of the oozing may have been due to this. He thought it better 
to open the uterus along the old scar, and then a piece could be removed on 
each side if necessary, so giving one line of scar tissue instead of several. 
He had done Czesarean section five times on one patient without any 
accident. 

Dr. FLETCHER SHAw, in replying, said he always used 4-6 silk sutures 
through the whole thickness of the uterine wall and filled in with inter- 
mediate catgut sutures. When Resident Surgical Officer at St. Mary’s 
Hospital he saw two cases of Ceesarean section, closed by simple catgut 
alone, which completely opened up on the third day. This was the only 
operation in which he used silk, but there was so much muscular contrac- 
tion and relaxation in the uterus during the first few days of the 
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puerperium that the catgut knots were liable to slip when this material 
commenced to absorb. This is what happened in the two cases he quoted. 


Dr. FOTHERGILL (Manchester) described a case of 
MARSUPIALISATION OF DEGENERATED AND INFECTED FIBROID, 
which appears on p. 234 of this number of the Journal. 


Dr. DonaLD (Manchester) said he had not done marsupialisation for a 
fibroid, as he had never had a case like the one described by Dr. Fothergill. 
He had seen such a case many years ago under Dr. Walter, when Apostoli’s 
method was used for fibroids, and this patient had a large abscess. 

Although all wished to remove tumours entire, it was necessary to take 
the condition of the patient into consideration. He had had to do this 
operation occasionally with ovarian cysts firmly adherent everywhere. 

These cases of Dr. Fothergill were very interesting. Here were two 
cases well over the menopause which had completely degenerated, and 
showed the folly of treating haemorrhage in these cases by x-rays, which 
left the tumour to undergo degeneration and cause serious trouble later 
when the patient was older and less fit to stand a serious operation. 


Dr. Waits (Manchester) said he had had a case with a surgeon this 
morning with a little vague free fluid in the abdominal cavity diagnosed as 
tubercular peritonitis. It turned out to be a thin-walled post-peritoneal 
cyst, universally bound down. He had had to empty it and drain the 
sac through the abdominal wound. 


Dr. Ciirrorp (Manchester) remembered a case of fibroid universally 
adherent to the abdominal wall and bowels which he had had to remove 
by marsupialisation. A fortnight later there was acute intestinal obstruc- 
tion owing to the loop of intestine being freshly adherent over the capsule. 
This was separated, and the patient did well. 


Dr. FotHerGii, (Manchester) described 
A Farat, Cask OF RUPTURE OF THE UTERUS, 
which will appear in the January number of the Journal. 


Dr. OLDFIELD (Leeds) asked if Dr. Fothergill drained the cellular tissue. 
Munro Kerr said he had much better results since he had done so. Dr. 
Oldfield had only had one case in which he drained the cellular tissue and 
got a good result. 

Dr. Watts (Manchester) said it was wonderful that this patient ever 
looked as though she might recover. With so much separation of tissue 
with haematoma it was impossible to prevent suppuration. He did not 
usually drain, occasionally he did, but it was not usually necessary. 


Dr. Wu.err (Liverpool) did not think there was much necessity for 
drainage. 

Dr. GrimspaLE (Liverpool) said he had not seen a large number of 
these ruptured uteri. He had four together, three of which recovered ; the 
other was moribund when operated upon, the right uterine artery being 
torn but not bleeding, as she had lost so much before. The haematoma in 
these cases was usually not infected, while the vagina was, and he thought 
it would be better not to drain. 


Dr. FoTHERGILL, in replying, said that it was usually unnecessary to 
drain. 
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EDINBURGH OBSTETRICAL SOCIETY. 
The first meeting for the session was held on the evening of December oth. 
The President (Sir HaLLipay Croom) in the Chair. 


The President of the Royal College of Physicians, the President of the 
Royal College of Surgeons, and a large representation of Fellows of the 


Society and of other members of the profession in the city and neighbour- 
hood were present. 


The PRESIDENT, in a brief speech, introduced Professor Jacobs, of 
Brussels, who gave a thrilling and appalling account of the state of 
Belgium, and more particularly of the sufferings of the medical profession 
there. He pointed out that the Belgian medical men are sharing to the full 
in the general distress. A strong sense of duty is alone keeping many of 
them in districts which have been absolutely devastated by the Germans, 
and before these men there stand many months during which they know 
that they will have to suffer while giving all their services to their 
country. Professor Jacobs mentioned numerous instances of suffering 
which he personally knew about. Many doctors, for example, had to work 
as navvies in order to gain a few coppers for a livelihood. Others had to 
sell such few and meagre belongings as were left to them. Many he knew 
who had not even seen bread for a fortnight and who had to sleep on a 
little straw on the bare ground. Several of his own colleagues were so 
reduced that their very clothes and boots were falling to pieces. One 
professor of Louvain University had with his wife subsisted for three days 
on wayside herbs. Another he found looking for his wile and family whom 
he had not seen or heard of for six days. One Belgian professor was shot 
after having had his ears cut off and his eyes put out, and the German - 
soldiers then carried his head round the town on the end of a lance. 
Professor Jacobs then related a few instances of German “ kultur.’? One 
mild example may be stated here. Three weeks before the war broke out 
he operated on a lady near Namur. In the beginning of August she was 
convalescent. A day or two after the outbreak of hostilities she was, 
before the eyes of her husband, violated by seven German soldiers, as a 
result of which she died two days later. 


Sir A. R. Smmpson moved a hearty vote of thanks to Professor Jacobs. 
Germany was trying not to conquer but to murder and obliterate Belgium, 
and the nation that attempted such a crime must perish. The Germans 
had no word of their own for culture; they did not know the real meaning 
of it, and they had given the word a debased significance for all time. 
Germany’s methods were the end of all true culture. He believed that 
ever since 1870 Germany had steadily deteriorated through pride and 
material success. She would have to learn to serve before she could ever 
hope to be able to rule. 


Sir James ArrLeck seconded the motion in a few words, and assured 
Professor Jacobs of the hearty sympathy of the meeting. 


The PRESIDENT, in conveying the thanks of the meeting to Professor 
Jacobs, was able to inform him that a sum well over £100 had been 
promised by those present, which they hoped he would accept and admin- 
ister for the medical profession in Belgium. 
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The second meeting of the session was held on Wednesday, January 
13, 1915. 
The President (Sir HatuipaAy Croom) in the Chair. 


Sir Hatuipay Croom delivered his presidential address, in which, after 
thanking the Society for the honour done to him in electing him for the 
third time to the presidential chair, he discussed some of the problems 
which await solution at the hands of the obstetricians of the future. 

One of the first questions upon which he touched was the position of 
women in scientific work. In this connection he referred to the work of 
Mesdames Curie and Victoire Henri, and briefly discussed the place of 
radium therapy in gynzecology. 

The decline of the national birth-rate was next taken up. Reference 
was made to the work of Dunlop, who drew attention to the significance 
of delay in marriage, especially on the part of the woman. As compared 
with twenty years ago in Scotland there is now one child less per marriage 
for all ages of the mother under 36 (excepting 32). The mortality of 
infants born of women who are in active employment during pregnancy was 
also mentioned in this connection, and emphasis placed upon the fact that 
the mortality amongst such children is 62 per cent. higher than among the 
children of mothers who are not at work. 

The possibilities for obstetrics and for medicine generally contained in 
the theories propounded by Abderhalden, the ultimate benefits or risks 
of salvarsan, the origin and treatment of cancer, and the cause of eclampsia 
were amongst the important questions that remain to be settled in the near 
future. 

Sir Halliday Croom put in a strong plea for the more general recourse 
to private hospitals in all cases where complications were to be anticipated 
in labour. In this way only could the results of midwifery practice in 
private be greatly improved. Prematernity beds in hospitals were also a 
matter of very great importance to the nation. 


Dr. Kerrie Paterson (Senior Vice-President) moved a hearty vote of 
thanks to Sir Halliday Croom for his address, which had been characterised 
by the personal element and charm with which in that Society they were 
all so familiar. He had touched upon a large range of subjects, and his 
ripe and matured judgment had shed light upon all of them and provided 
his hearers with much food for interesting thought. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


Sectional Secretary—Gippon FITZGIBBON. 
Meeting held on Friday, November 27, 1914. 
The President (M. J. Gisson) in the Chair. 


Exhibits. 
SARCOMA OF UTERUS. 

Dr. So.omons said the woman from whom he removed this uterus was 
aged 47 years and married 16 years. She had four children and one 
miscarriage, the last child eight years previously ; the miscarriage six years 
previously. 

She complained for a year of difficulty in walking, with pain and 
tenderness in the lower abdomen. Menstruation had been irregular for 
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the last six months. On examination she had the appearance of a woman 
of 60. On bimanual examination the uterus was found to be enlarged by 
a tumour on the anterior wall. The parametria were normal. 

On opening the abdomen extravasated blood was seen, which exuded 
from the region of the right cornu. On grasping the uterus blood escaped 
from this site. He considered that the case was one of sarcoma, and 
performed Wertheim’s hysterectomy. The glands were not involved. 

The patient made a good recovery. 

He submitted the specimen to Dr. Wigham, who reported as follows :— 


Macroscopically, the uterus is enlarged by a tumour in the anterior 
wall and by a projecting mass at the right cornu. The adnexa appear 
normal. On opening the uterus the enlargement is found to be caused by 
a mass of friable and haemorrhagic tissue on the anterior wall which is seen 
to be continuous with the mass at the right cornu. To the naked eye the 
muscle tissue and mucous membrane are normal. 


Microscopically, the main red part and the projecting piece by the right 
cornu show necrosis and hemorrhage. The structure of the necrotic tissue 
appears to have been a cellular one. The rest of the mass is fibrin and 
red cells. In the mucous membrane is a certain degree of cystic endo- 
metritis. The sarcoma tissue is found in small masses between the muscle 
bundles of the body of the uterus. It consists of large, irregular polygonal 
cells with very large nuclei, many of which are undergoing mitosis. In 
many places the sarcoma tissue appears to be continuous with the muscular 
tissue, as if the muscle cells of the uterus were undergoing a sarcomatous 
change. 

The sarcoma is of the large, mixed celled variety, which has undergone 
almost complete necrosis with much haemorrhage into the necrotic tissue. 
Only in outlying parts, where the tumour is infiltrating the muscle of the 
uterus, can its structure be made out. 

There was one special point to which he alluded in reference to this 
specimen. Sarcoma of the uterus is said to be a disease of early life. He 
had now seen a fair number of cases and all were about the time of the 
menopause. 


Professor A. SmitH drew attention to a condition which he noticed in 
these sarcomatous cases. He recalled a case in which a mass was found 
coming through the os somewhat like a large polypus ; when the finger was 
pressed against it a membrane appeared to be around it. The tissue was 
easily broken, and a blood clot was discovered. The case was found to be 
sarcomatous. He also mentioned another similar case which was proved 
to be a sarcoma. He considered these points of interest as he had not 
seen the condition described in the text-books. He was able clinically to 
form the opinion that the cases were sarcomatous. 


Dr. Gipson FitzGreson said Dr. Solomons showed considerable diag- 
nostic acumen in diagnosticating the case as sarcoma. He recalled a case 
in which he removed a sarcoma from a patient aged 27. He did not think 
he could agree that sarcoma of the uterus was not a disease of early life. 
He would consider the case one of diffuse sarcoma invading the muscular 
tissue generally. 

Dr. Row.eTTEe said that the possibility had occurred to him of the 
tumour being a chorionepithelioma; but he thought, on the whole, that it 
was more like a sarcoma growing in a fibroid. Few cases of the kind that 
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he had seen had occurred in very young women. He recalled a case in 
which a patient had a fibroid for 20 years before a sarcoma developed. 


The PRESIDENT recalled a case in which he had removed a sub-mucous 
fibromyoma, and a diagnosis of sarcomatous degeneration was made micros- 
copically. The patient did not undergo any further operation, and was 
still alive after a period of seven years. The microscopic appearances in 
this case were apparently quite typical. His experience of other cases led 
him to conclude that the condition is found most usually in elder women, 
and that the prognosis is very bad. 


Dr. So.omons, replying to the remarks, said he thought it very difficult 
to give a prognosis. The patient’s friends were told she had a form of 
cancer and that it might recur at any time; but on the whole he considered 
the prognosis comparatively good. As to the possibility of the growth 
being associated with myoma, Dr. Wigham went to great trouble before 
making a diagnosis, and concluded, after examining many sections, that 
the growth sprung from the muscle wall. On opening the abdomen he 
diagnosticated sarcoma from the signs present. 


He mentioned that Adami agreed as to the occurrence in early life. 
The possibility of red degeneration occurred to him when he saw the 
specimen, and on looking up the question as to how long after parturition 
this might occur he found a case recorded ten years afterwards. Menstrua- 
tion was regular until the last six months. 


He considered that all myomata should be microscopically examined, 
and said that Kelly and Cullen had 17 cases of sarcomatous degeneration 
in 1,400 uteri removed. 


Tusal, ABORTION. 


Sir WiiiaAM SmyLy, in showing the specimen, said it was chiefly a 
blood-clot, and a little foetus, about three-quarters of an inch long, was to 
be seen in the middle of it. The capsule of the tumour was formed by the 
extremity of the Fallopian tube and some blood. 


The patient from whom it was removed came into the Adelaide Hospital 
on October 28. She was aged 28, married three years, and had one child 
aged two. She menstruated regularly up to June, missed that period and 
the two following ones. On the roth of August ‘red discharge set in, and 
after ten days she got pains in the back, and was supposed to have aborted 
about the zoth of August. From that time there was continuous red, 
bloody discharge from the vagina, and she was sent into hospital to be 
curetted. On examination the tumour was found on the right side of the 
uterus and attached to it by a pedicle. Diagnosis of ovarian tumour 
was made. When the abdomen was opened the ovaries were found healthy. 


The peculiarity of the case was the small foetus, three-quarters of an 
inch long, which would appear to be about a six weeks’ foetus,and supposing 
the pregnancy to date from May, which would have been five months, 


this would have been a long time for such a small foetus to have remained 
preserved. 


The symptoms were those of ectopic pregnancy, but he considered it 
mere likely that the supposed abortion was really an abortion, and that 
between that and October she conceived the ectopic pregnancy. He did 


: 
| 


Reports of Societies 257 


not know which theory was right, but it would seem remarkable if this 
little foetus was not absorbed in five months. 


Professor A. SmitH said it was interesting that such a small foetus 
was not absorbed. He also thought that the contention of a subsequent 
pregnancy seemed to be borne out. He recalled a case in which there was 
a history of missing a period, irregular haemorrhage and abdominal pains, 
and on examination a large haematocele was palpated. On opening the 
abdomen it was ascertained that the patient had a large hamatocele due 
to a ruptured tubal pregnancy in the right Fallopian tube. The left 
Fallopian tube was also found to be pregnant, and was removed. 

Dr. SoLoMONsS considered that ectopic pregnancy was often difficult to 
diagnose, as all the peculiar symptoms and signs might be present, and 
one might find, instead of a pus tube, an ovarian cyst. 


Dr. Grppon FitzGrpson said the foetus was apparently surrounded by 
the amnion, and this might have some effect on it and prevent its absorp- 
tion. It struck him that it was a subsequent pregnancy to the abortion, 
or perhaps a twin pregnancy occurring in the tube during the early stage 
of pregnancy. 

Dr. Map, said he had a case of ruptured tubal pregnancy in which 
the patient menstruated regularly every month. He would like to know if 
the patient had any symptoms of internal haemorrhage. 


The PRESIDENT agreed that a diagnosis of ruptured tubal pregnancy 
could be made from the symptoms in the majority of cases. Patients most 
usually complained that some days or a week or two after the period had 
been expected they were seized with irregular haemorrhage, followed by an 


attack of severe abdominal pain, and that the irregular hzemorrhage had 
persisted. 


Sir Wiuu1AM SmMyty said he agreed with most of what had been said, 
except with regard to the remark “ that if a woman went a week past her 
time and that she then had irregular haemorrhage it would be impossible 
to say that she had not tubal pregnancy.’”’ Nevertheless, many such 
patients had no further trouble. 


ETIOLOGY AND TREATMENT OF TOXA‘MIC PREGNANCY. 


Dr. E. H. Tweepy read some short notes of a case of severe hyperemesis 
gravidarum, where recovery was shown to have followed from a very 
severe and exhausting attack by insisting on abstinence from all food, and 
the administering of rectal injections of warm alkaline solutions to the 
amount of foir pints in 24 hours. 

There was accumulative clinical evidence to show that the majority of 
toxzemic conditions were due to food. The processes which normally took 
place between food particles and their anti-bodies were undoubtedly inter- 
fered with in pregnancy, and it was reasonable to conclude that this 
interference was connected with the foreign albumen derived from chorionic 
villi which was known to circulate in the blood. 

He suggested that the efforts to neutralise this foreign albumen caused 
a diminution in the blood of normal food antibodies. Morning sickness 
was an effort to eliminate food which had failed to combine with its proper 
anti-body. The extent of this failure was the measure of severity in 
toxcemia. 
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Clinical evidence was convincing on the following points: Food, even 
milk, can induce vomiting or convulsions. Injurious consequences of food 
are not due to (1) irritation or (2) fermentation, but to absorption following 
the earliest processes of digestion. Carbohydrates and proteids are equally 
injurious. When it is once admitted that food can to some extent increase 


the severity of toxaemia, it is not logical to limit the extent of its deleterious 
action. 


Dr. FitzGispon said he thought it was the toxins produced by the 
decomposition of food that were the primary cause of the toxemia. By 
not allowing constipation to develop toxaemia could be prevented, and 
where there was toxcemia the administration of purgatives rapidly got rid 
of it. He considered that the experience in most cases of eclampsia was 
that the patients have also a history of constipation, and, in his opinion, | 
if the constipation was prevented the number of cases of eclampsia would 
be diminished. The excreting organs of the pregnant woman become 
over-taxed in the effort to excrete the waste products of the pregnancy plus 
the abnormal products of decomposition of food, and consequently toxaemic 
symptoms developed. 


Professor A. SmitH said most of them recognised the causes of 
hyperemesis as reflex, neurotic, and toxzemic. The latter was looked upon 
as coming on later than the second month. He noticed that Dr. T'weedy’s 
patient vomited every twenty minutes, and, therefore, all food was rejected ; 
hence, he could not think that food determined the condition. The 
symptoms pointed out were that the patient was jaundiced and showed 
extreme collapse. He suggested that the cause of the toxeemia was of foetal 
origin. In this class of case he would administer distilled water, and 
would consider the exhibition of bicarbonate of soda or anything of that 
nature wrong. The ordinary enemata ought also to be given. He con- 
sidered the patient would function better and would get rid of the toxins 
quicker by simply giving distilled water. 


Dr. So.omons said that the greatest difficulty in these cases was to 
know how long to leave the patient before inducing labour. He considered 
that Dr. Tweedy must have had a great temptation to empty the uterus 
when he found the patient so ill. He did not know if the patient was a 
primipara, but if so he suggested that she would require careful watching 
for signs of eclampsia when approaching confinement. He inquired if there 
was any reason why nine ounces especially were given every three hours ; 
he would also like to know if stomach lavage was resorted to, as it was a 
most satisfactory mode of treatment. He also asked if examination was 
made for erosion of the cervix. He recalled a case of severe vomiting in 
which there was marked erosion present, and whether it was the treatment 
of this that ameliorated the symptoms, or whether it was the general 
treatment, the vomiting got better after treatment of the erosion with 
caustics. 


Dr. Mapi. said it seemed to him that during the early months of 
pregnancy an equilibrium was established which became upset in later 
months. He suggested the possibility of the condition being found to be 
due to the absorption of poisons from the intestinal tract, aided by exces- 
sive secretion of some of the ductless glands. He was sorry nothing had 
been said about the influence of the ductless glands on hyperemesis, as they 
were known to be hypertrophied during pregnancy. He did not think the 
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so-called ammonia-nitrogen co-efficient in these cases would be of much use 
as a diagnostic sign. He asked if any other way of estimating the amount 
of toxeemia was known, as he did not consider the symptoms gave sufficient 
clue. 

He agreed as to the harmful effects of the giving of food prematurely in 
cases of toxemia. He recalled a very serious case exemplifying this 
danger, where a severe attack of toxemia followed a mild attack owing to 
the premature administration of a little milk. 


The PRESIDENT said that the majority of these cases are hysterical, and, 
for them, treatment such as that given by Dr. Tweedy was satisfactory. 
From his own cases of toxamic hyperemesis he had concluded that the 
best results are got by terminating the pregnancy when the patients do 
not react within a reasonable time to the usual treatment for the toxcemia. 
His opinion was that while it is obvious that food is injurious to a patient 
suffering from severe toxaeinia of pregnancy, it is difficult to see why food 
alone should be the cause of the toxemia. 


Dr. Twerpy, replying, said he brought the paper forward to get an 
expression of opinion as to the exact réle of food in these cases. If food 
could lend its aid to poisoning a patient he would like to know how much 
aid it could lend. He referred to a paper which he read in London four 
years ago, in which he brought forward striking clinical evidence in favour 
of the belief he held. He believed that hysteria acted largely in these cases, 
but thought that even in the most hysterical case the toxic effect must 
take first place. The primary cause of the vomiting in every case was the 
toxeemia, and he maintained that the toxcemia was due to the food. During 
his experience at the Rotunda Hospital he had never seen a death from 
hyperemesis. He mentioned milk as the most harmless of all foods. He 
selected it for the purpose of showing that even it would poison the patient. 
If the cause of toxeemia was of fvetal origin, he was at a loss to know how 
a cure could ever be brought about by a milk diet. 


Meeting held on Friday, January 15, 1915. 
The President (M. J. Gipson) in the Chair. 
Exhibits 


1st Exhibit. 
Two Broap LIGAMENT TUMOURS. 


The PRESIDENT said he removed this tumour from a patient aged 47 and 
unmarried. She came to him complaining of uterine hemorrhage every 
third week. Otherwise she was in good health, and was able to do her 
work, which entailed a lot of cycling. When examined, the abdomen was 
found fatty and distended, but flaccid and tympanitic all over. There was 
no difficulty in palpating a fibroid uterus bimanually. When the abdomen 
was opened he was surprised to find a large thin-walled flaccid cyst which 
was obviously subperitoneal between the layers of the right broad ligament. 
The intestines were adherent to it. The peritoneum was divided between 
some of the coils of adherent intestine and the cyst shelled out. The fibroid 
uterus was then removed with the cyst en masse. The patient made a 
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good recovery. ‘The points of interest were the difficulty in diagnosticating 
the cyst and the peritonitis localised to the covering of the cyst. 


2nd Exhibit. 


The PRESIDENT said the specimen was removed from a patient aged 35, 
unmarried. She felt perfectly well, but had noticed the abdomen increase 
in size three months previously. The tumour was impacted in the pelvic 
cavity, which it filled completely, and above the pelvic brim it swelled out 
into an enormous growth. There was no history of bleeding or pain, and 
only occasional difficulty in emptying the bladder. On further examination 
the uterus was found above the pelvic brim and crowded over to the right 
side. It was atrophied, and there were two small subserous fibroids in the 
fundus. There was difficulty in removing the tumour, which was growing 
from the left side of the uterine body and under the broad ligament. The 
huge cavity which was left was drained through the vagina, covered over, 
and the uterus left behind. The shape of the lower end of the tumour 
corresponded almost exactly to that of the pelvic cavity. 


Dr. E. H. Tweepy said he did not think the second specimen was a 
myoma at all. He recalled two specimens similar to this one which subse- 
quently proved to be retro-peritoneal lipomata. The condition had never 
been diagnosticated before operation. 


Dr. SoL.omons said that fibromyomata of the broad ligament had been 


reported springing from the uterus and from the subperitoneal muscle fibres 
of the broad ligament. 


Dr. SPENCER SHEILL thought the shape of the specimen and the manner 
in which it adapted itself to the pelvis was in favour of lipomata. 


Dr. Mapi.1, referring to the first specimen, asked if any remnant of 
ovary or uterus was found. In connection with the second specimen he 
suggested that it was a myomatous tumour. 


Dr. McALLISTER said from the way in which the tissue cut he felt 
satisfied that it was a soft fibroma. There was also an absence of the 


coarsely lobulated appearance so characteristic for a lipoma when cut into 
after hardening. 


Dr. RoWLETTE remarked that the observations of the operator at the time 
of operation would of itself help to decide whether the tumour was a 
retro-peritoneal sarcoma or not. From the small amount of cut tissue to 
be seen he thought it looked more like a fibroid. Referring to the first 
specimen, he said there was a very unusual blending of the cyst and the 
myoma. He recollected Dr. ‘Tweedy’s specimens, and in both cases the 
tumour was higher up than in this case. 


The PRESIDENT, replying to the remarks, said when operating on the 
second case he had no doubt that he was dealing with a fibromyoma. The 
tumour had to be shelled out of the left side of the uterus. Referring to the 
first specimen, as he was anxious to show the specimen intact, it was not 
dissected. A complete examination would now be made. 


CONGENITAL ORAL DEFECT. 


Dr. SPENCER SHEILL showed photographs of a child born with unusual 
freenum between the upper maxillary bone and the lip. It was not con- 
sidered of great consequence at the time, and was left, but as the child grew 
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older it grew rapidly, and at the time of the development of the teeth he 
had to cut the frenum. He said the photographs unfortunately did not 
give a very good idea of the condition. The freenum came level with the 
tips of the two central incisors. The condition was difficult to explain 
without going into embryology. He suggested that an epithelial inclusion 
was pressed out through the two mesial nasal processes. 

Mr. G. Moore (Dentist) said that probably Dr. Sheill had given the 
proper explanation of the cause of the condition—viz., some embryological 
abnormality. It was better dealt with early, as when it was not treated 
until after the eruption of the permanent teeth it caused excessive space 
between the centre incisors and often great irregularity and projection 
forward of the incisors, which was difficult to cure and very unsightly. 


Dr. SHEILL, replying to the remarks, said he agreed with Dr. Tweedy 
that spaces reasonable in extent were desirable between the incisor teeth, 
but in this case he did not think the space was reasonable, and apart from 
that consideration when the girl smiled it caused disfigurement, and for 
this reason he thought it desirable to incise the frenum. Since the 
operation the teeth have apparently closed together. 


FIXED CHRONIC RETROVERSION OF THE UTERUS. 


Dr. BETHEL SOLOMONS read a paper on the above subject, in which he 
condemned all such palliative treatments as vaginal douches, tampons, 
rectal massage, etc., because, firstly, they seldom or never cure; secondly, 
they keep the patient a chronic invalid for the very long time which it 
takes even to relieve; thirdly, if the adhesions are so loosened that replace- 
ment can be effected and a pessary inserted, the patient is in a position 
very little better than the first. He advocated operation in all cases where ~ 
there were symptoms. Curettage and any necessary vaginal plastic work 
were done first. The abdomen was then opened, and, having treated the 
adhesions and any adnexal abnormality, he suspended the uterus either by 
Kelly’s method or by shortening the round ligaments as the case directed. 
Where pus was present he drained with iodoform gauze through the 
posterior fornix and vagina. He considered the abdominal route excellent 
for drainage, but preferred the vaginal because there is less pain in the 
removal of the gauze; there is no opening left in the aponeurosis; hence 
hernia is less likely, and the convalescence is usually shorter. If pus is 
present it should always be taken for culture. He reported a case in his 
practice of fixed retroversion complicating pregnancy, where he opened the 
abdomen when the patient was about two and a half months pregnant, 
separated the adhesions, many of which were dense and required ligating, 
and suspended the uterus. The convalescence was normal, and she was 
delivered naturally at term. He advised operation in all such cases. 


Dr. SPENCER SHEILL said he did not think that all the operations were 
equally satisfactory. He admitted that they were satisfactory if done in a 
satisfactory manner, as each case had its own indications. The choice of 
the case was of importance. All cases with which he had to deal were 
capable of being replaced, but in a case of markedly adherent uterus he 
would certainly agree that laparotomy was necessary, but he did not agree 
that ventral suspension should follow because the amount of irritation 
produced by suturing was likely to bring about abortion. As far as the 
operation of suspension was concerned they all knew that a new adhesion 


Ps 
| 
} 
| 
a 
4 
~ 


262 Journal of Obstetrics and Gynecology 


formed by suspensiou would stretch in pregnancy and become a ligament, 
and he therefore failed to see the good of ventral suspension in such cases. 
He would sooner let the patient go to the end of pregnancy and give the 
matter attention at that time by the insertion of a pessary as soon as it 
was considered safe to do so. 

Dr. Gipson FitzGispon said that the matter of drainage in the case ot 
pus tubes being met with was a difficult point to decide. He always felt 
that by fixing the fundus of the uterus, and then draining the pelvis 
through the lower angle of the wound, one ran the risk of making the 
suspension into a fixation, and in these cases, therefore, he thought there 
was a distinct reason for selecting the Gilliam operation; then, if adhesions 
were produced they would not cause fixation in the same way as if the 
uterus was fastened to the peritoneum. He preferred drainage through the 
abdomen where there was any real necessity for drainage. He had 
followed up several cases of pregnancy after ventral suspension had been 
done, and he had never found that they had any difficulty in pregnancy or 
delivery, but he had found that in some of the cases retroversion recurred 
three or four weeks after delivery, but this was easily cured by replacement 
and retention in place by a pessary for six or eight weeks, and then 
remained in place without any further treatment. 


Dr. Mapu said he did not think all cases of fixed uterus required 
operation at all. Most cases that he had seen operated on in Berlin were 
done by the vagina, and there was no doubt that this method prevented the 
handling of the intestines, but he thought the abdominal route was 
preferable. He suggested that these cases were all due to infection, and 
if any intra-peritoneal fluid could be obtained a culture should be taken. 
An adequate pelvic floor was essential in any operation for retroversion, 
and if not preseut should be made. When the uterus was brought forward 
out of the retroverted position he considered that the strain was too much 
to be suspended straight away, and thought a pessary should be worn for 
a couple of months. 


Dr. E. H. ‘T'wrepy said he thought Dr. Solomons had well described 
the modern method of: treating retroversion. He had never heard ot 
pregnancy in a retroverted uterus being liable to cause rupture of the 
intestines, and he asked Dr. Solomons to quote his authority for such a 
statement. Abortion was not unavoidable even in a fixed retroverted 
uterus, and he therefore thought it was a serious step to open the abdomen 
in such cases whilst the woman was pregnant. The word “ criminal ’’ was 
entirely too strong to apply to the conduct of a man who refused to operate. 
He asked if any one present had known of a case where a pregnant woman 
died from rupture due to fixed retroversion. If there was an infected area, 
peritoneal adhesions formed round the gauze and shut off the peritoneal 
cavity, and when the gauze was withdrawn it formed a channel by which 
the septic discharge would come away. 


He was satisfied that the results were good in ventral suspension, and 
he had never seen any difficulty in delivery after it. The suggestion that 
the ligament stretched and would not contract seemed to him outside the 
question. His object was to fix the fundus of the uterus to the bladder, 
and by that means he obtained an absolutely mobile uterus which was free 
from danger in pregnancy and delivery. When he heard of relapse after 
ventral suspension he knew the operation had not been properly performed. 
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Dr. MCALLISTER said the exact position and shape of the backwardly 
displaced uterus was of importance when such a uterus became pregnant. 
A pregnant uterus which was not only retroverted but also markedly 
retroflexed would even in the absence of adhesions have very little chance 
of righting itself spontaneously. He agreed with Dr. Madill that there 
were old-standing cases of fixed retroversion which were symptomless. He 
was sceptical about the statement that all cases of acquired retroversion 
were complicated by some degree of prolapse. Appendicitic inflammation 
could, he thought, drag backwards the uterus without any uterine descent 
occurring. The presence or absence of uterine descent would guide him, 
amongst other things, in his selection of an operation for restoring the 
uterus to its proper position. The Alexander-Adams operation did not lift 
the uterus to any great extent. It merely drew it forwards. He always 
ended up these cases by doing this operation provided there seemed to be 
no reason for attaching the uterus higher up on the abdominal wall. The 
disadvantage of suspension operations was that, owing to the traumatism 
of the peritoneum, apart from the question of sepsis, a considerably broader 
attachment to the uterus might occur than had been intended. Were the 
uterus very large he would excise a portion of its anterior wall. He referred 
to Pestalozza’s operation. Were the tubes distended with pus and the 
infection gonorrhceal, he would remove the uterus with the appendages. 


The PRESIDENT said these cases of chronic fixed retroversion were always 
due to infection, and that there are no symptoms which can be associated 
with the malposition alone. Symptoms which can be attributed to the 
pelvis are due to the persistence of the pelvic inflammation or to the 
adhesions. Pain rarely exists if a sufficient interval has elapsed since the 
infection occurred. The fixation of the uterus and adnexae may cause 
dyspareunia and difficulty or pain during defrecation, but sterility or 
abortion are the most usual cause of complaint. In the management of 
these cases the nature of the infection must be ascertained if possible. The 
relief of fixation of the uterus and adnexze should only be considered when 
any of the symptoms already mentioned are present. Laparotomy should 
be performed. After the adhesions are divided and salpingostomy in cases 
of sterility, the round ligaments should be shortened. When symptoms 
due to the inflammatory condition persist or recur after a sufficient interval 
from time of infection in spite of thorough expectant treatment, as is most 
likely in gonorrhceal cases only, removal of the uterus, tubes and ovaries 
gives the best results. Removal of the tubes and cure of the malposition 
rarely gives permanent relief in these cases. 


Dr. So.omons, replying, said he recalled a case which he had met 
recently which was a most striking contradiction to the remark that 
symptoms were seldom met with in fixed retroversion. In this case the 
patient had been bleeding profusely for a fortnight, and this was her only 
symptom. Fixed retroversion with tubal disease were diagnosticated. In 
separating adhesions pus exuded, which on examination was found to be 
sterile. The appendix was also involved in this case. He made it a rule 
if any pus could be obtained to take it for examination. He always followed 
Dr. Tweedy’s teaching never to operate on fixed retroversion if there were 
no symptoms, but it seldom happened that patients consulted him if they 
had no symptoms. One should choose the operation which best suited the 
case, and the one chosen should be done perfectly. He had not seen any 
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case of fixed retroversion in which the uterus was so big that it would have 
been in any way improved by performing utriculoplasty, thus making a 
simple operation a serious one. The statistics of cases of operation for 
displacement were rather elusive, as patients were usually examined within 
a year afterwards, and it seemed to him that for statistical purposes patients 
should be examined after a longer period in order to form any conclusion of 
value. He did not agree with those who said that when a ventral suspen- 
sion was performed it went back afterwards. It did not go back unless 
the operation was badly performed. Referring to the suggestion that 
instead of doing a ventral suspension after separating the adhesions in the 
pregnant case reported, a pessary should have been inserted, he said that 
pessaries sometimes slipped, and he did not wish to run any risk in this 
case. 

He thought that drainage, either vaginally or abdominally, was good. 
The idea of using gauze was, of course, to cut off the infected area. It 
seemed to him that where there was a fixed retroversion there was always 
endometritis, and that was the reason that he thought curettage should be 
done as well as some suspension operation. He did not agree that a 
post-operative pessary was necessary where the operation for retroversion 
was effectively performed. He had done several cases of shortening of the 
round ligaments according to the Alexander-Adams method after the 
performance of treatment of the abdomen. 
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IN RHEUMATISM AND NEURALGIA. 


= In cases of Acute Neuralgia, treated with a view of determining 
Z) the analgesic properties of Antikanmia, it has been found to 

>) exceed any of its predecessors in rapidity and certainty of the 
= relief given. Neuralgia, Myalgia, Hemicrania, and all forms 
of Headache, Menstrual Pain, etc., yield to its influence in a remarkabl 
short time, and in no instance has any evil after-effect davconek: 
Strongly recommended in Rheumatism. The adult dose is one or two 
tablets every one, two, or three hours. To be repeated as indicated. All 
genuine tablets bear the AK monogram. 

; TO TREAT A COUGH. Antikamnia & Codeine Tablet 
“a are most useful. It matters not whether it be a deep-seated 
+} cough, tickling cough, hacking cough, nervous cough, or what- 
ever its character, it can be brought under prompt control by 
‘i these tablets. To administer Antikamnia & Codeine Tablets 
most satisfactorily for coughs, advise patient to allow one or two 
tablets to dissolve slowly bl sy the tongue and swallow the 
saliva. For night coughs, take one on retiring. 


ANALGESIC. ANTIPYRETIC. ANODYNE. 


Antikamnia Tablets 5gr. Antikamnia & Codeine Tablets. 
Supplied in loz. packages to the Medical Professlon. 


THE ANTIKAMNIA CHEMICAL CO., 
46, Holborn Viaduct, London. 
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Coliform Infections 


The Inoculation Department of St. Mary’s Hospital, London, W., (under the 
direction of Sir Almroth E. Wright, M.D., F.R.S., etc.) issues for the use of the 
medical profession ‘ 


MIXED VACCINE FOR COLIFORM INFECTIONS 


prepared from a selection of coliform microbes obtained in each case—and_ this 
furnishes a guarantee for their pathogenicity—from a genito-urinal or puerperal 
infection. 
‘The vaccine is sent out in two dilutions. ‘The composition of each cc. of DiLuTION 
A, the weaker of the two, is as follows :— 
Bacillus coli communis... 20 millions | Bacillus lactis aerogenes ... 8 millions 
Bacillus coli communior 20 millions | Bacillus acidilactici... ... 4 millions 
DiLuTION B is exactly five times as strong as the above. 


The vaccine is issued for the treatment of those cases of coliform infection where it 

is impracticable to prepare an autogenous vaccine. The cases—and it is chiefly 

cases of urinary infection which here come under consideration—may for the 

purpose of vaccine treatment be divided into cases of (1) chronic bacilluria without 

pyrexia or marked anemia, and (2) bacilluric cases with either pyrexia or marked 
anzmia. 


Either dilution is supplied in bulbs of 1 ¢.c., also in bottles of 26 c.c. 


Sole Agents for the sale of the above-mentioned Vaccines. 


sa Davis & CO., 50, Beak St., Regent st., LONDON, W. 
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The Teat 
Vaginal 
Drainage Tube 


Introduced by Sir William Sinclair, 


Can now be obtained from 


JAMES WOOLLEY, SONS & CO. 


Victoria Bridge, Manchester. 


The Prices are as follow: 


is. 8d. 1s. 6d, 1s. 8d, and 2s. each. 


ow BENGER'S FOOD 
converts ws own Starch. 


rm BENGER'S FOOD in the tin contains 
the natural percentage of starch in wheaten flour, 
but this undergoes conversion by the Amylolytic 
Serment in the Food so that the unchanged per- 
centage about equals the amount in barley water. 


The milk ts made easy of absorption by a 
second, Tryptic, ferment. 


FoR INFANTS, INVALIDS, AND THE AGED. 


A physician's sample, with analysis and report, will be sent post 
Sree toany member of the Medical Profession on application tom 
BENGER’S FOOD Ltd., Otter Works, MANCHESTER, Eng. 
Food Branch Offices :— New York (U.S.A.) 92, William Street. Sydney (N.S.W.) 117, Pitt Street. 
Canadian Agents :—National Drug & Chemica! Co., Ltd., 34, St. Gabriel St. MONTREAL, 
and branches throughout Canada. 


mos Benger’s Food is obtainable throughout the world of Chemists, Stores, ete. 
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For Infants and Young Children unable to digest_ordinary farina- 


ceous foods, the “Allenburys’’ Diet has proved an _ unqualified 


success, being easily retained and assimilated. 


A PARTIALLY PREDIGESTED MILK & WHEATEN FOOD. 


By the use of the “Allenburys” Diet all trouble of peptonising 
milk and farinaceous foods is overcome. In the sick=room it will 
be found extremely useful, as the food is easily digested and assimi- 
lated, is quickly made, and only the exact quantity required need 
be prepared at a time. 


The “ Allenburys” Diet is made from pure milk, rich in cream, 
and whole wheat, both ingredients being largely predigested during 
manufacture. It can be taken by those who cannot digest cow’s 
milk, and provides a light and very nourishing diet for Invalids, 
Dyspeptics, and the Aged. 


Taken by Nursing Mothers whose supply of milk fails to nourish 
their infants, the “Allenburys” Diet has proved of great assistance. 
It particularly helps to maintain the strength, increase the flow of 
milk, promote restful sleep, and is of value both to mother and child. 


For travellers by sea or land this complete food will be found 
exceedingly valuable. 


A Sample, with full particulars, sent free on request. 


ALLEN & HANBURYS Ltd. 


37, Lombard Street, LONDON, E.C. 
NIAGARA FALLS, N.Y. TORONTO, BUENOS AIRES. DURBAN. SYDNEY. 
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